“For some years we have used a standardized preparation 
of senna (Senokot) in the treatment of children with 
stubborn constipation. The usual dose is one teaspoonful 
ring nightly and this is gradually reduced and eventually 
discontinued. There has been no evidence of habit formation.” 


nae “Surgery in Infancy and Childhood” (1958), Livingstone, Edinburgh, p.196. 
hing 


Lon Granules: 2 0z 2/10; 6 02, 7/9 On N.H.S. cost about halfpenny a dose. 
of th Tablets: 50, 2/5; 200, 7/3 Samples and literature on request. 
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2, Rathbone Place, 
London, W.1. 


W. H. BAILEY z» SON LTD. 


For all your nursing requisites 


80, Bessborough Place, 
London, S.W.1. 


-HAND-CUT SUEDE JACKETS 


DIRECT FROM THE ACTUAL MAKERS 
AT A BIG SAVING TO YOU 


Superbly tailored suede-wear at much ga 
below the retail price level. Quality 7 
English Suede Leather, fully lined, beauti- = 
fully finished. Individual measurements ee 
if desired—delivery 10-14 days. Colours: a <2 
Green, Blue, Black, Beige, Roan, — , 
Camel, Grotto Blue and Sage. ail 
Ladies’ Jackets 9, 10 & ll gns. 


i Length Coats 13 gns. 
Full Length 16 gns. 
Matching Berets 32/6 
Mens’ Jackets 10 & fl gns. 
Waistcoats 79/9 


Also available in smooth Nappa Leather at same prices 
Prices include Postage and Packing (in U.K. only). 


MONEY BACK IF NOT COMPLETELY SATISFIED. 7 
Reliable Suede Cleaning Service. 


Stocked in 
Tan, Camel & Green 
Suede — 34”, 36” & 
38” Bust. gns. 


To: SUEDECRAFT (Dept. NT/I), 3, Manor St., Bradford, ) 


Please send Suede and Nappa Cuttings, order form 
and catalogue showing 14 different styles. 


NAME 
| ADDRESS 


i 


i 


SANDOWN STYLE 


Clinical trials demonstrate 


healing powers of 
Valderma Antiseptic Balm 


Practitioner reports excellent results in cases of 
Eczema Intertrigo, Acne and dry Eczematous conditions 


Letters on file testify to this practitioner’s high opinion of Valderma 
Balm. The product has greatly benefited patients of his and he 
commends its efficiency. In particular, he cites a case of dry eczema 
with pruritis. The condition has resisted other treatments and 
Valderma proved especially beneficial. 
Similar experiences frequent 

It is often found that Valderma improves a skin condition that 
stubbornly resists other treatments. The product received an 
excellent report following hospital treatment of severe cases of 
Impetigo Contagiosa. Valderma has also proved extremly bene- 
ficial in the treatment of Sycosis Barbae. 

Safe treatment for common skin complaints 
Evidence clearly shows that Valderma Antiseptic Balm is a safe 
remedy worthy of trial in any skin condition caused by bacterial 
infection. 
Valderma contains no substances which are toxic or which cause 
irritation or injury to the tissues. It may be safely employed on 
the most tender skin and without special medical supervision. No 
single instance of allergic response or any other trouble has been 
reported. This is in contrast to many preparations, notably those 
containing ‘sulpha’ drugs which often give rise to allergic skin 
conditions, and therefore have to be prescribed and used with 
great caution. 
Clinical tests of Valderma Balm have been made at a British hos- 
pital; bacteriological tests at a British University. A free booklet, 
which details and illustrates these investigations, will be forwarded 
on receipt of a postcard to Valderma Laboratories, 17 Berners 
Street, London, W.1. 
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Specialization ? 

WHICHEVER WAY WE LOOK AT IT there is much to be said for 

and against specialization. For doctors the choice is clearly 

defined and the decision must be taken very soon after quali- 

fication and then adhered to throughout their professional life. 

A neurologist or a thoracic surgeon would find it difficult to 
change to another specialty or to turn to general practice. 


Many deplore the increasing need for specialization in nurs- 
ing but nurses can, if they wish, change from one type of work 
to another even after specializing for many years. The more 
varieties of special experience the nurse has obtained the more 
valuable she is likely to be in any kind of nursing. This is recog- 
nized as far as possible in general training for certain specialized 
experience is essential before qualifying. Student nurses now 
have opportunities not thought of 30 years ago, such as three 
months’ experience in a mental hospital, theatre training in 
units undertaking the most recent kinds of surgery and anaes- 
thesia, and periods of observation in nurseries for well children 
or in the community with health visitors. 

After qualification the trained nurse has increasing oppor- 
tunities to obtain instruction and experience in special units for 
periods of six months or a year, gaining a hospital, or in some 
cases a national, certificate: for example, in nursing ophthalmic 
or orthopaedic patients, thoracic or neuro-surgical patients, and 
poliomyelitis patients with severe degrees of paralysis. While 
practising her skill as a nurse, she can learn to master the special 
arts required for such conditions. 

Typical of the varied experience open to nurses are the six- 
month courses offered at Roehampton Hospital, which is 
extending its services as described in this issue. Post-certificate 
training in nursing tropical conditions and in theatre work can 
already be obtained and a plastic and burns unit to be opened 
in April will offer another special course (see supplement v). 
While technical skill of a very high standard is a first essential 
in such work the demands on the nurse do not cease there. 
Many patients must face long and distressing treatments with 
perhaps tedious intervals between operations. Each is a person 
facing, largely alone, a disfigurement or a major handicap, the 
result of a sudden accident or encroaching disease. The basic 
art of nursing—caring for an individual as a whole person— 
must be demonstrated at its best if treatment is to be successful 
for each particular patient. 

In another article in this issue the practical problems of ad- 
mitting the mother with her sick child are discussed. ‘The special 
art of nursing sick children will be affected by the new emphasis 
on the child as a member of a family with whom his continuity 
of contact and affection must be maintained. 

Specialization is undoubtedly necessary in the interests of 
patients but it is equally necessary for the nurse to realize that 
she may be the only member of the medical team who is not 
primarily concerned with only a part, but is responsible for the 


_ care of the patient as a personality. 
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News and Comment 


Staff Nurses Group 


STAFF NURSES from all over the country will be getting 
together at the inaugural meeting of the Staff Nurses 
Group of the Royal College of Nursing on Tuesday, 
March 3, at 11 a.m. Members of the group, already 
700 strong, will hear Miss C. M. Hall speak on “The 
Staff Nurse and the College’, followed by Miss Phyllis 
Friend, deputy matron of St. George’s Hospital, on 
“The Importance of being a Staff Nurse’. After lunch 
there will be a talk on “The Future of the Staff Nurse’ 
and the final address will be on the important subject 
of ‘How to get what you want’. Any staff nurse will be 
very welcome at this inaugural meeting which will 
give nurses a chance to meet many of the College 
officers and nurses from other hospitals. 


Nursing Administration 


Miss MurireLt M. Epwarps, M.v.o., director of the 
Division of Nursing, King Edward’s Hospital Fund for 
London, is leaving shortly for the European Office in 
Copenhagen of the World Health Organization to take 
part in preparatory discussions for the conference on 
nursing administration to be held later in the year. 


Maternity Services Report 


THE MIDWIFE’S THREE ASSETS of time, skill and atti- 
tude of mind are of immense value to her patient. Every 
opportunity should be given her to use to the fullest 
extent her skill and experience. 
Nothing should be done to 
lessen the importance of the 
midwife. These are statements 
in the Cranbrook Committee 
Report published this week. ‘The 
committee thinks that the exist- 
ing system of tripartite admini- 
stration should be retained; the 
real problem crystallizes into 
one of co-operation and co- 
ordination. They suggest a stan- 
dard co-operation card as a 
measure toward eliminating the 
present lack of care or duplica- 
tion. Institutional beds should 
be available for 70 per cent. of 
deliveries and the normal period 
in hospital should be 10 days. 
On the other hand domiciliary 
confinement has advantages for 
normal cases that probably out- 
weigh the very slight risk of un- 
foreseen complications. A more 
uniformly high standard of an- 
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tenatal care is essential, with 
health education and mother. 
craft instruction available ty 
all expectant women. M 

interesting figures and table 
| are given. For example the 
difficulties making impracticable any attempt to sever 
the domiciliary maternity services from other loca] 
health authority nursing services are shown by the fol. 
lowing: of 6,633 domiciliary midwives, 4,060 undertook 
combined duties; 2,880 combined home nursing and 
midwifery; 876 were, in addition, health visitor and 


school nurse. A summary of the recommendations is 


given on the facing page. 


Sisters’ Study Day 


FRIENDSHIP BETWEEN TWO MATRONS in different hos 
pital groups led to a most happy sisters’ study day when 
sisters from Hounslow Hospital with the matron, Miss 
C. M. Bowins, visited Finchley Memorial Hospital 
where Miss A. MacDougall is matron. After an opening 
talk on ‘Work Study’ by the Barnet Group secretary, 
Mr. J. B. Kelly, the morning speaker was a barrister, 
Mrs. Thatcher, who, after a few words on the legal 
liabilities of the nurse, warmed to her theme of ‘Women 
and the Law’. The afternoon speaker was Miss M. B, 
Powell, matron of St. George’s Hospital, who discussed 
the ward sister’s place in the National Health Service 
and the training of assistant nurses. Both Hounslow 
Hospital and Finchley Memorial Hospital are acute 
hospitals training assistant nurses. 


The Three R’s 


REASON, RELEVANCE AND REFORMATION will be the 
theme of the first residential refresher course for sister 
tutors. At St. Hugh’s College, Oxford, they will con- 
sider the function of the PTS, 

how theory and practice can 

be integrated and how ward 
teaching can best be managed. 

The work of the clinical 
instructor the Glasgow 

experimental scheme will be 

described by Miss Lamb, the 
changing situation in nurse 
education will be reviewed by 

Miss Houghton and a nursing 

officer from the Ministry of 

Health will give her ideas of the 

requirements of a nursing ser- 

vice. Mrs. N. Mackenzie will 
_ speakon ‘Reason, Relevanceand 

Reformation’ and Dr. Stewart, 

reader in Social Medicine at the 

university, will give lectures on 
methods of assessing the findings 
of research. Throughout the 


OXFORD IN THE SPRING. Mag- 

dalen Tower seen from the bridge. St. 

Hugh’s College will be the venue of the 
sister tutors’ refresher course in April. 


th 


nd to 
ourse, 
ment fre 
or a fet 


Depart 


Station 


wil 
| 
ne Pl 
The 
A m 
The 
to dete 
ment 
hospita 
patient 
Sufhi 
average 
quate t 
of adva 
for co 
natal 
areas. 
Expe 
of 10 « 
hospita 
|: 
require 
how 
The 
their 
definec 
The 
period 
The 
An 
midwi 
nursin 
pital < 
if it w 
A 
pate 1 
extent 
The 
< certifi 
notifie 
The 
ing t 
gg by th 
Loca 
The 
Rep 


1959 


» With, 


Nursing. Times, February 20, 1959 


« there will be opportunities to visit other Colleges 


\ther.fand to sec Paul Robeson play Othello at Stratford. This 


ble to 


able 


the 


ourse, for which all sister tutors are eligible for second- 
nent from their hospitals, will be held from April 14-24 
br a fee of 15 gns. Early application to the Education 
Department, Royal College of Nursing, is advised. 


A REMINDER-—Saturday, February 28, is the closing 
date for application forms for the Nursing Times Travel 
Bursary to be returned to the Editor, Nursing Times, 
Macmillan and Co. Ltd., St. Martin’s Street, W.C.2. 


MATERNITY SERVICES COMMITTEE REPORT: Summary of Conclusions 


Bthe Place of Confinement: Home or Hospital? 


The hospital maternity service should be expanded and 
2 good domiciliary maternity service should continue to be 
maintained. 

A more uniformly high standard of antenatal care is 
essential. 

The local health authority is the appropriate authority 
to determine whether social reasons make a home confine- 
ment undesirable and should always be consulted by 
hospital authorities before a decision is made to book a 
patient solely on social grounds. 

Sufficient hospital maternity beds to provide for a national 
average of 70 per cent. of all confinements should be ade- 
quate to meet the needs of all women in whom the balance 
of advantage appears to favour confinement in hospital. 

Hospital authorities should, in addition to beds needed 
for confinement and lying-in, provide as a priority ante- 
natal beds for 20-25 per cent. of all confinements in their 
areas. 
Experience in this country justifies adherence to a period 
of 10 days as the normal (not average) length of stay in 
hospital after delivery. 

In some areas more hospital maternity beds will be 
required ; it must be left to the hospital authorities to decide 
how many in the light of local needs. 

The Central Midwives Board might consider amending 
their Rules to reduce the minimum of the lying-in period 
defined therein from 14 to 10 days. 

The amount of the home confinement grant should 
periodically be reviewed. 


The Work of Midwives 


Any widespread attempt at present to compel domiciliary 
midwives to work in hospitals might disrupt the domiciliary 
nursing services. We believe that interchange between hos- 
pital and domiciliary midwives might become acceptable 
if it were a normal condition on recruitment. 

A midwife should be given every opportunity to partici- 
pate in the maternity care of her patients to the fullest 
extent to which her skill and experience entitle her. 

The term ‘maternity nurse’ in as far as it is applied to a 
certified midwife, should be reserved for a midwife who has 
notified her intention to practise as a maternity nurse only. 
The views of the Central Health Services Council regard- 
ing the status of the superintendent midwife, commended 
by the Minister in 1954, should be implemented. 


Local Authority Maternity Services 
The respective responsibilities of all those involved in 
Report of the Maternity Services Committee, Ministry of Health. H.M. 


Stationery Office, 65. 6d. 


CUM 


maternity care should be understood and proper records 
should be maintained to ensure co-ordination. 

The general practitioner obstetrician should ultimately 
replace the local authority medical officer in providing 
maternity care in local authority antenatal clinics. 

The use of local health authority antenatal clinics should, 
as far as general practitioners are concerned, be reserved 
for doctors on the obstetric list. 

Local health authorities should continue to provide prem- 
ises and facilities for antenatal clinics without charge to 
general practitioner obstetricians and to hospital medical 
staff holding outlying hospital clinics. 

An appointments system should be instituted in all ante- 
natal clinics. 

Health education and mothercraft instruction should be 
available for all expectant mothers. Local health authorities 
should, as necessary, provide instructors in health education 
in their own clinics, in the surgeries of general practitioner 
obstetricians and in hospital clinics. 

The home help service should be substantially increased 
but continue to be available for maternity cases on the same 
financial basis on which it is provided for other users. 

A maternity aid service, similar to that in Holland, would 
be a valuable supplement to the home help service. 


General Practitioner Maternity Medical Services 


The practice of obstetrics requires special skill and ex- 
perience. There is not enough domiciliary maternity work 
available to enable every general practitioner to obtain and 
maintain the necessary standard of skill. © 

The obstetric list should be continued. More uniform 
criteria should be applied for admission to and retention on 
it. A six months’ resident appointment in an obstetric unit 
under the control of a consultant obstetrician should be the 
normal criterion for admission to the list. 7 

In order to remain on the obstetric list, which should be 
reviewed every three years, a doctor should, over the pre- 
ceding three years, have had at least 60 complete booked 
cases of which he should have attended deliveries of at least 
half. 

We accept the advice set out in the memorandum on 
‘Antenatal Care Related to Toxaemia’. We consider that 
the general practitioner obstetrician should be present at 
the delivery whenever possible; that he should give any 
necessary care to the mother and child for a period of 14 
days after confinement; and that a postnatal examination 
should be carried out as near as may be to six weeks after 
delivery. 

A general practitioner obstetrician and a midwife should 
be booked for every domiciliary confinement and ther 
should be close co-operation between them. | 

(concluded on page 242) 
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S UR GERYortac: 


P 
Portal Hypertension 
or an € 
MOLLIE I. DELAHAY, S.R.N., Orthopaedic Cert., Theatre Superintendent, and very 
MARGARET A. MELLINGS, S.R.N., R.S.C.N., Sister-in-Charge, Male Surgical Ward, ight be 
Bristol Royal Infirmary 2, Or 
plucose- 
¥-\ ORTAL HYPERTENSION is increased blood pressure in (a) tricuspid valve incompetence; wag 
Pit portal circulation behind an obstruction which (6) constrictive pericarditis. hens 
causes damming back of the blood. To understand £3 Sk 
portal hypertension it is necessary to have some know-_ ¢; : 
ledge of the portal circulation, and so a fairly detailed a sa 
description has been included in this article. 1. (a) Oesophageal varices. . e 
_(6) Varices in the cardia of the stomach. 
The Portal Circulation (c) Occasionally (i) dilated veins round the umbij.} 
| cus, (11) haemorrhoids, that is, dilatation of the 
The portal vein is formed behind the neck of the veins where there is a communication betwen} The 
pancreas by the union of the the portal and systemihy tre. 
superior mesenteric and splenic circulations. 
veins. The oesophageal and gastric va. te wt 
The superior mesenteric vein rices may rupture and cause severe ti * 
drains blood from between the or even fatal haematemesis. After 
lower part of the duodenum and STOMACH 2. (a) Enlarged spleen. he 
the splenic flexure of the colon. (b) The liver may be enfy, “it, 
The splenic vein drains the larged. t} 
lower half of the greater curvature SPLENIC VEIN 
of the stomach, the descending and - I — The 
pelvic colon and the rectum + SPLEEN wpened 


the internal mesenteric vein) and 
the pancreas. 

The right and left gastric veins 
drain the lesser curvature of the 
stomach and the oesophagus, and 
enter the portal or splenic veins. 


1. Estimation of liver functionkytende: 

_ to assess the amount of liver dam-fpreader 
age. This helps the surgeon tofheld by 
decide if a portacaval anasto§ The © 
mosis is going to be possible. —facked_ 
2. Haemoglobin estimation tohthe fora 


The right gastro-epiploic vein INFERIOR 
3 NFF sess the amount of blood-losthe 

or t stomach, 3. Barium swallow to demon{ Abou 
enters the portal vein or the strate oseophageal varices. nibutar 
superior mesenteric vein. ; 4. Portal venogram. passed a 

The portal vein breaks up into and ente 
branches which finally become Portal venogram. ‘The patient sf 7, ; 
the liver sinusoids. The sinusoids usually given an intramusculafy ojo 
also receive blood from the hepatic ne a injection of pethidine, 100 mg,] On tl 
artery; from these the blood passes before going to the X-ray depart}. 4, 
ghtene 
into the hepatic veins which eventually leave the pos- ment; 30 ml. of 70% iodine contrast medium is injectedj. sche 
terior surface of the liver and enter the inferior venacava. directly into the spleen by means of a long needlef 4 ¢., 


The dye is picked up by the splenic vein and carried to 


ena ca 
the portal vein; a rapid series of films is taken. 


Any Way 
lat pal 


Causes of Portal Hypertension 


1. Intra-hepatic obstruction, that is, disease of the Pre-X-ray nursing care. The patient is starved for fouh,..4 
liver—cirrhosis of the liver; in most cases there is no. hours. For tl 
obvious cause for this, but a few are related to chronic mosis. < 
alcoholism. | Post-X-ray nursing care. The patient is kept on a halff..a1. 

2. Extra-hepatic obstruction: hourly pulse chart for the first few hours. Any increase yer fe 

(a) thrombosis of the portal vein often occurring at in abdominal pain or pain in the shoulder should beh. ¢p, 

the time of birth; reported immediately. lee ¢ 

(b) pressure on the portal vein from outside. The patient should be confined to bed until next wp, 

3. Post-hepatic obstruction, that is, a rise in pressure morning, but may have supper if his condition is satis ying 
or obstruction in the hepatic veins: factory. | op afte 
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R >rtacaval Anastomosis 


Pre-operative Treatment 


1. Two glycerine suppositories 
or an enema saponis if the patient 
very constipated) are given the 
ight before operation. 

9 Ordinary diet—with added 
ucose—is given until the night 
before operation ; some patients are 


PORTACAVAL ANASTOMOSIS 
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new flow of blood can be seen in the 
inferior vena cava. 

The abdominal packs are re- 
moved, the diaphragm closed with 
interrupted thread sutures. A tube 
drain is inserted through the an- 
terior part of the wound down to 
the anastomosis. 

The retractors are removed and 
the pleural cavity closed with 


— CLAMPS 


— INFERIOR 
VENA CAVA 


na low-residue diet if there has 

been a recent haemorrhage. 

3. Skin preparation involves the 
er abdomen and lower chest. 

4, Carefully supervised breath- 
ing exercises for as long as possible 
before operation. 


bili 
‘the The Operation 


continuous mono-filamentous ny- 
lon; the muscle layers are also 
closed with continuous stitch. The 
skin is closed with interrupted 
nylon stitches, and the wound is 
sprayed with Nobecutane. 

VE 


Post-operative Treatment 
1. Quarter-hourly pulse and res- 


echt The patient is placed on the 
Mhheatre table with sandbags under 


piration check. 
— INFERIOR 
VENA CAVA 2. Hourly blood pressure. 


the right shoulder and buttock; the 
Vatight arm is supported across the 
vere hest. 
After the skin has been painted 
and sheets put in position a right 
€0-§-horaco-abdominal incision is made, the muscles divided 
being the external and internal oblique and part of 
latissimus dorsi. 
The ninth rib is exposed and removed, the pleura 
_ opened, the costal cartilage divided and the incision 
lonfextended into the peritoneum. A self-retaining rib 
im-Kpreader is inserted, and the diaphragm is incised and 
tofheld by stay sutures on either side. 
tf The liver is retracted upwards and the stomach 
packed off by tape swabs and retracted, thus exposing 
the foramen of Winslow. The peritoneum is divided and 
losfthe portal vein and the inferior vena cava come into 
lew. 
on-{ About one inch of the portal vein is freed and any 
nbutaries ligated; a holding ligature of strong silk is 


Ss 


passed around the two branches where the vein divides | 


. and enters the liver. 

The inferior vena cava is stripped of adventitia and 
now clamps are ready to be applied. 
8°! On the portal vein a Blalock clamp is applied and 
ightened and the two ligatures around the upper 
ranches tied; the vein between is divided. 

A Satinsky clamp is applied to the side of the inferior 
ena cava, the flow of blood not being obstructed in 
ily way, and an incision is made in the vena cava in 
lat part which is being held by the clamp to corre- 
pond in size with the opened end of the portal vein. 

For the anastomosis, which is an end-to-side anasto- 
nosis, a fine silk stitch is used, 4/0 m. on a 16 m. 
edie, using an everting mattress suture, posterior 
yer and then anterior layer, care being taken to irri- 
ate the ends of the veins to wash away any blood 
fore complete closure. 

‘Xl When the clamps are removed there may be a little 
Buing of blood around the suture line, but this will 
ip after a few seconds. The turbulence caused by the 


ilf- 
ase 
be 


Showing complete side-to-end anastomosis. 


These are reduced in frequency as 
soon as the patient’s condition per- 
mits, and should be taken as infre- 
quently as possible during the 
night to allow a peaceful night’s 
sleep. 

3. The drainage tube is attached to an underwater 
seal on return to the ward. 

As the diaphragm has been incised and the chest 
cavity opened this drainage tube must be treated with 
the same care as a thoracotomy drain even though it is 
in the peritoneal cavity. 

4. Small amounts of water may be given as soon as 
desired and increased fairly rapidly if there is no 
vomiting. 

5. A portable chest X-ray is taken about four hours 
after return to the ward. 

Ist Day. Glucose fruit juice+-+.Tea or coffee with a 
little milk. 

2nd Day. As first day, plus four-hourly feeds of half- 
strength milk. | 
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3rd Day. 20 g. protein diet increasing by 5 g. a day. 

The patient should be fit to wash himself by the third 
or fourth day, and gets up on the sixth or seventh day 
at the surgeon’s discretion. The drain is removed after 
24-48 hours—only at the surgeon’s request. 


Complications 


Coma or mental distress may occur, thought to be 
due to circulation of the waste products of protein 


Letters to the Editor 
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metabolism—chiefly ammonia—in the blood. 


Treatment 
1. Stop all protein intake. 
2. Colon washouts in an attempt to limit proteiy Th 
absorption from the alimentary tract. | ¢ 
3. Aureomycin or neomycin. 
As the patient improves, the post-operative die DERM’ 
régime is instituted. | Stoke M 
[We wish to express our thanks to Professor Milnes Walker fo, 
HIS 
Ten 
thr 


his encouragement and help. | 

fort and the need to adjust personal} cussions 
habits and routine. For example,ftion bet 
those with osteo-arthritis of. hip |needs ai 
or knee find they can no longerrun} You « 


The editor welcomes readers’ letters, which should be addressed to her 
at Nursing Times, Macmillan and Co. Ltd., St. Martin’s Street, London, 
W.C.2. (WHI 4757/8/9). Names and addresses need not be published 


for a bus, and must get in or out of 
a motor-car or an armchair more 


but must be given. 


TEACHING IN THE WARD 


Mapam.—May I endorse the views of Ward Sister, 
Glasgow (Nursing Times, February 6). I, too, have tried to 
maintain my efforts to teach the nurses in the clinical situa- 
tion but with the ever-increasing demands on my time as 
ward administrator I am very conscious of the inadequacy 
of the time spent in ward teaching. 

In the classroom tutors are often dismayed by the 
differences of techniques in routine procedures taught in the 
wards and classroom. ‘This would be another argument for 
a grade of sister who would undertake the practical teaching 
of the student nurses in close co-operation with both ward 
sisters and tutors. This sister would need to have special 
preparation in modern teaching methods because there are 
few ‘born teachers’ (this may be one of the many causes 
of the inadequate teaching now received by nurses in 
training !). 

F ANOTHER WARD SISTER. 
Manchester. 


OSTEO-ARTHRITIS 


Mapam.—The three excellent articles on the care of 
patients with rheumatoid arthritis published in the WVursing 
Times of February 13 prompt one to consider the plight of 
the much greater number of sufferers from ‘rheumatism’ in 
its various forms who do not come within the full scope of 
in-patient care in our hospitals. 

Dr. Tegner states in his article that 25 per cent. of patients 
with rheumatoid arthritis become chronic cases. While it is 
encouraging to read of the care that is being taken to relieve 
their painful symptoms and promote self-help as far as pos- 
sible, what is being done to assist the 75 per cent. in main- 
taining their independence within the community ? 

For those with osteo-arthritis the problem is of greater 
proportion, the incidence being 12 per cent. of men and 33 
per cent. of women, whereas that of rheumatoid arthritis is 
said to be about one per cent. of men and three per cent. of 
women. Quoting these figures recently at a meeting of in- 
dustrial medical officers, the speaker went on to say “‘osteo- 
arthritis is so ccmmcn that it can really be considered as an © 
almost normal ageing process and we can expect it to affect 
a high proportion of any group of elderly workers.” For- 
tunateiy for them, the progress of this condition is less likely 
to leau to severe disablement but it brings pain and discom- 


slowly and awkwardly—presun.- 
ably for the rest of their lives, 


ear-olc 
sudden! 
what 


| Restless nights must be averted deporta 
with aspirin if sleep is not to be sacrificed and judicious [about W 
use made of the drug during the day “‘in anticipation offa visit | 


needs’’. 


world, | 


It is equally important to keep the affected joints as|The difl 
mobile as possible and to reduce weight. It is here, one feels, } about t 
that there is scope for a much wider programme of rehabili-[ one mig 
tation through group remedial exercises, physiotherapy and or it a 


occupational therapy for the benefit of those with early 
symptoms. ‘This presupposes more attention on the part of 
general practitioners and their patients to those early signs 
and the provision of many more such treatment centres as 
the Medical Rehabilitation Centre, Camden Road, of the 
Paddington Hospital Group. 

At a time when so much attention is being focused on the 
problems of the increasing number of middle-aged and 
elderly people, more thought must be given to the preven- 
vention or early alleviation of the arthritic conditions so 
prevalent in this country. ‘Thus we might hope to reduce 
the toll of chronic illness among men and women in the 
older age groups, extending measurably their active lives 
to their happiness and satisfaction and the benefit of the 
community. 

OsTEO-ARTHRITIC 
London. 
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LUKEWARM FOOD 


Mapam.—It is distressing to find as a patient, in spite of 
electrically-heated trolleys and all modern conveniences, 
that so much food is still served only luke-warm in the hos- 
pital ward today. How can this be prevented ? Ward sisters 
and staff nurses responsible for serving food could surely 
devise a system to ensure the food being hot when it reaches 
the patient. As a preliminary I should like to suggest that 
they make it a habit to taste the food before serving and} 
it is not hot insist on rewarming. 

After making sure that the food is hot when serving starts, 
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I believe that the best method is to give patients their foodfother far 
trays first and then take the electric trolley round the wardlgsters of 
with hot plates and serve either from the foot of each bed Offtyre to g 
from two or more central points in the large ward. But let thefts arp, 


sister check by tasting before the trolley leaves the ward}. 
kitchen! See T 
A GRATEFUL Patient.* 
Reading. suppc 
(More letters on page 237) hospital 
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“The Practical Aspects 
diet 


predominantly those between nine months and 
three-and-a-half-years. It is essential in all dis- 
onalfcussions about children in hospital to make the distinc- 
ple, ftion between older children and the under-fives whose 
hip|needs are so different. 

ruuj- You can get some idea of the state of mind of a two- 
tot year-old on admission to hospital by imagining yourself 
lore} wddenly deported to a strange country, having no idea 
what crime you may have committed nor whether 


ted deportation is temporary or for life, full of apprehension 


0 
offa visit from the person whom you love most in the 


world, but who then leaves, possibly never to return. 
_as{The difference is that you are capable of being rational 
els,Jabout the situation; your relationship with the loved 
ili-fone might suffer if you could not understand the reason 
indir it all. We know that the small child’s mother is 
rly coming back again but the child does not. The psycho- 
sf logical changes in a child that can result from breaking 
> asf Straining the tie with the mother when he is at the 
thefsame time going through unpleasant or painful exper- 

inces are not generally familiar to those who are 
thefworking in hospitals, but the acute distress of many 
nd{children in the early days of admission to hospital is 
en-Isomething we all feel and would like to prevent. 
Sof The common-sense answer is to keep mother and 
leh child together and at Amersham and Stoke Mandeville 
ne Hospitals it has been our main object to achieve this 
inan ordinary children’s ward. We started as an experi- 
ment and it has now become an established method. 

The constant presence of mothers does, of course, 

create certain problems. I will devote more space to 
these than to the benefits because once they are under- 
stood the rest is plain sailing. 


Te ARTICLE concerns children under five years and 


of 
|The Rest of the Family 


What happens about the home, the other children 

7 who may be there, and the father? Statistics of families 
,tj2 Great Britain show that nearly one-third of children 
ify¢ged two years have no brothers or sisters. In such 
cases the father either looks after himself or may go to 
s,fhis mother or mother-in-law or she comes to him. In 
dfother families it is common to find that the brothers and 
'dlisters of the patient are of school age and their depar- 
*fture to school and home coming can be supervised by 
“|e father or some deputy the mother relies on. Most 
“[ our admissions with mothers are of short duration. 
| See Table 1.) Fathers are nearly always enthusiastically 
in support of their wives staying with the sick child in 
hospital and have only worried about keeping the home 


ys {about what people are going to do to you, and receiving - 
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MOTHER AND CHILD IN HOSPITAL 


DERMOD MacCARTHY, M.D., F.R.C.P., D.C.H., Consultant Paediatrician, 
Soke Mandeville Hospital and Amersham Hosfital, Buckinghamshire 


Table 1. Duration of Stay 


Over | 
Nights 1-3 | 4-7 8-16 16-21 | 22-28 | month} Total 
Without 
mother | 38 23 25 6 6 6 104 
With % % % 
mother | 39.0 | 33.5 23.3 1.5 0 » fe 100 


going in the event of the stay being prolonged for over 
a fortnight. 

Far the most important question, however, is the 
effect of the mother’s departure on any under-five-year- 
old she may have to leave behind. Mothers tend to 
know which is their strongest tie, the sick child or the 
other one, but sometimes we have to help them to make 
up their minds. The child left at home has the advan- 
tage of remaining in familiar surroundings and with 
familiar people, and the mother can sometimes get 
home for a few hours to see the family. But the patient, 
whatever his age, is in strange surroundings, among 
strange people, and may have to suffer things which are 


painful or frightening. 


A questionnaire we sent out after discharge of mother 
and child admissions over a six-month period revealed 
that out of 67 brothers and sisters left at home in 40 
families, 10 showed various signs of being upset by the 
mother’s departure; nine of these were girls. The symp- 
toms were mostly trivial and transitory, but there were 
three children aged between 18 months and four years 
who were more seriously upset. This is a price we must 
reckon with when admitting mothers to hospital but 
we can set beside these three children the benefits to the 
40 patients who went through a hospital experience 
with the minimum of emotional upset. 

The many opponents of admitting the mother with 
the child frequently argue that other children suffer 
from her absence: but if they are so concerned about 
the child at home being separated from the mother, 
why are they not more concerned about the child in 
hospital ? 

We have found, rather to our surprise, that just as 
many mothers choose to come in who have another 
child or children as those with a single child. For in- 
stance, in a series of 108 families in which the mother 
came to hospital with the child, 46 had one child only 
(42 per cent.), 33 had one other, 18 had two others, 
and 11 had three or more other children. In all, 57 per 
cent. had other children besides the patient. I think 
mothers who have had more than one child are more 


for 
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awake to the need for preserving the bond with the 
hospital child. 


Behaviour of Children’ 


Do children behave better or worse in the presence 
of their mothers when treatment has to be given or 
clinical examinations made? Thousands of children in 
their own homes are being examined by doctors in the 
presence of the mother every day and treatment is 
given with her assistance. Why should hospitals find 
any difficulty in doing the same? It is true we have to 
do things which are sometimes more complicated, more 
difficult and more painful or dis- | 
tressing. We have found that some . 
mothers can assist magnificently 
but some would rather not (we do 
not, for instance, ask them to 
assist in lumbar punctures). But in 
all cases the mother is there to take 
over the child and comfort it im- 

- mediately afterwards. Some chil- 
dren do behave worse, that is to say 
they express their fears more loudly 
and try to place the mother as a 
protective barrier between them- 
selves and the staff. I have 
sometimes feared that a clinical 
examination might be imperfect 
and vital clues lost on account of 
this behaviour, but I have not yet 
recorded an instance when this was 
so. Unaccompanied children, on 
the other hand, also protest over many things, but 
when they do not their docility is not necessarily 
healthy. Their anxiety is not expressed, as when the 
mother is present, but this does not mean that no 
anxiety is felt. | 


Behaviour of Mothers 


Do anxious mothers have an effect upon their chil- 
dren? Yes they do. I have no hesitation in saying that 
in some cases a child seems nervous and unhappy all 
the time the mother is there and responds cheerfully 
to the ward staff when she is not, but these cases are 
rare exceptions and the mother’s anxiety needs to be 
dealt with. This may be time-consuming and some- 
times beyond our scope, but it must be remembered 
that children do not always have a perfect relationship 
with their mothers. When this is so and the pair come 
into hospital we may meet with difficult behaviour in 
the mother as well as the child. We have made it our 
policy in the children’s wards at Amersham and Stoke 
Mandeville Hospitals not to select mothers whom we 
think will be suitable but to offer accommodation 
whenever we can to all mothers, regardless of person- 
ality difficulties, class, intelligence or standards. 

‘Difficult’ behaviour on the part of mothers, or 
fathers, and sometimes relations, is something all nurses 
encounter who spend a few months in a children’s 
ward. A great deal of it arises simply from parents 
heing kept in the dark. Their attitude changes quite 


Janice, aged two-and-a-half, with coeliac disease, 
starting her gluten-free diet. 
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quickly as soon as they can see for themselves eithy 
that there is no cause for alarm or that everything 
possible is being done. This means that someone, y 
a nurse in training but a sister or experienced gta 
nurse, must give up time to listening to what is on th 
parent’s mind and answering questions honestly. Que 
tions of prognosis or risks of operations, from which y 
much anxiety radiates, must be dealt with by doctony 

When we have a mother living in who is difficult th 
reasons are much the same—anxiety and feeling in th 
dark. But the mother does not go away, she is with y 
all the time; being constantly with her child and cop. 
stantly in the hospital atmosphere may _heighte 
anxiety. It is the sister’s task ty 
detect these feelings, to let them 
expressed to her, and to give ip. 
formation which will help to dispel 
them. But the sister has to r. 
member that anxiety comes up a 
from a well and that the mothe 
may have to confide in her mor 
than once before the well cease 
to fill. The intelligent and obser. 
vant mother whose child ig] 
obviously ill and has no certain 
diagnosis cannot be expected to 
look dumbly on—at least it i 
understandable if she allows he 
worries to influence her behavio 
and what she says, especially to 
junior nurses. The great majority, 
however, have such trust in the 
hospital that they are able to relax: 
but there is no reason why we should expect such 
trust from everyone. 

Mothers who have been helped by patience and 
sympathy become devoted supporters of the scheme. 

One more thing needs to be said on this subject. 
When it has been apparent that the child’s relationship 
with the mother was not good (insecure, withdrawn, 
aggressive) the living through a hospital experience 
together, the mother supplying if only by her presence 
a constant moral support, has sometimes proved later 
to have mended their relationship, as if awakening 
some mutual trust that was lacking. Mothers. them- 
selves have spoken of it. | : 


Cross Infection 


Keeping mother and baby together has been pracy jm 
tised with the very object of reducing the risks of cross Te 
infection in a unit. Cecily and H. P. Pickerill (1945) 
have for long worked with mothers in their plastic 
surgery unit at Wellington, New Zealand. We have 
carried out no bacteriological research into the ques§ 
tion of mothers as conveyors of infection in our wards ij 
but we have not once found in five years’ observation Rm 
that we could put the blame on any mother for infectiony Rm 
arising in another child in the ward or cubicles, save 
perhaps for the odd cold and a few instances of mothers 
or fathers with sore throats infecting their own child 
Occasionally a mother or her child has developed, of 
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ome in with, diarrhoea and had to be removed to 


“Holation or returned home, but we have not found that 
"ther cases could be traced bacteriologically to this pair. 
BMothers 2re told where and how to dispose of their 
“Echild’s urine, stools or dirty napkins. The fact that they 
alone dispose of all excreta is a considerable safety 
factor in a busy unit where nurses are always too few. 


Mothers are, in the main, healthy people. Nurses in 
training, on the other hand, have a high sickness rate, 
sometimes up to 10 per cent. at certain times of the 


Hyear, and are very apt to have unhealthy throats and 


nd cong carry streptococci and antibiotic-resistant staphylococci. 


eighter 
task to 
hem be 
in 
O dispel 


Asmall child in hospital without mother will be handled 
by at least three different nurses in 24 hours and at 
night babies and small children may have to be fed or 
attended to by one staff nurse, with help if she is lucky. 
In spite of strict barrier nursing techniques the risks of 
cross infection are, in my opinion, high under these 
circumstances. The introduction of mothers, who as far 
as feeding, washing, changing and general bodily care 
are concerned can ‘special’ their child, is an asset and 
not a liability. 


Privacy? 

The cubicles in our children’s units have glass par- 
titions (with curtains for privacy if wanted) and one 
side faces onto the main thoroughfare of the ward. 
Mothers can see a lot of what is going on outside their 
cubicle and can also be seen by ward staff, doctors and 
visitors. We have also two rooms with solid partitions. 
Some mothers who had the experience of both have 
said they much preferred the aquarium existence to 
being away behind four walls and a closed door. Quite 
apart from the mother’s point of view, we think it desirable 
to have the child in view as much as possible, especially when 
he 1s needing much nursing attention from the staff. 


Boredom? 


Sometimes there is only one mother in the unit at a 
time and between the hour of the child’s settling to 
sleep and her own bedtime she may be lonely and 
bored. However, the husbands visit at this hour when 
they can and when there are other mothers they can 
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talk together in the sitting-room. We also allow mothers 
to visit each other’s cubicles with sister’s consent. One 
mother reported to us later that she had regularly 
spent this time in having a bath and had never been so 
clean in all her life! Boredom is a real trial for some 
people but we do not rate it very high as an objection. 


Age Limit 


_ I have already mentioned that the most critical age 
is nine months to three-and-a-half years but we offer a 


Table 2. Ages of Children admitted under 5 years 


0-3 | 3-9 | 9mths. | 2-3 3-4 4-5 | Total 
mths. |mths.| to 2 yrs.| yrs. | yrs. | yrs. 
Without | 
mother | 17 13 27 17 17 17 108 
With 
mother 9 7 37 19 19 11 106 


bed, if we can spare the accommodation, to mothers of 
children under five and certain children over five who 
definitely should have their mothers with them. ‘These 
are children who are mentally backward, Mongols, 
spastic, deaf or blind. ‘To such children the intimacy 
of a mother’s voice and touch in all their bodily wants 
is much greater than to those without handicaps and 
the effect of being deprived of it when ill is much greater 
than in the normal child. ‘The way in which such 
children regress sometimes after a stay in hospital is 
very disturbing. 


How many Mothers in one Ward? 


The number of mother-child pairs in one ward 
depends on the number of cubicles and the ward 
design. It seems unlikely that circumstances will allow 
mothers of more than half the under-fives to come in. 
Whether this number can be managed then depends 
upon the sister-in-charge and the type of work the ward 
does. One sister may rightly feel she can only do this 
work properly with one or two mothers at a time. 
Another may say she can take on half a dozen or more. 
Individuals may discover that they have a talent for 
this side of children’s nursing and an interest in it which 
they never realized before. 

In this article I have spoken from the experience of 
two children’s units in North Bucks. and chiefly of 
Amersham General Hospital, about which there is a 


separate article in this issue by the sister-in-charge. 
The community served by these hospitals has a popu- 
lation of about 220,000, two-thirds of which is in three 
towns. There are many council house estates and few 
slums. I do not know whether the population of London 
or a big industrial town would react in the same way 


David, aged two, in hospital with his mother for intensive physio- 
therapy for contractures of the legs. His twin sister was admitted also to 


keep the family together. There were no other children. 
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to the existence of a mother-child unit in their local 


hospital, but as the things involved concern the ele- 


ments of human nature, I doubt whether there would 
be much difference. There are many areas in England 
like this and I feel sure that wherever mothers are given 
the opportunity to stay with a small child in hospital, 
there are many who will be able to do so and will 
gladly accept the opportunity. 
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[I am very grateful for the close collaboration of Miss I. Mog: 


N 


S.R.N., sister-in-charge, Children’s Ward, Amershain Geneyffto | 


} 


Hospital, Miss M. Dunning, s.R.N., and Miss J. McCarthy, sg, 
Stoke Mandeville Hospital Isolation Unit and Children’s W,, 
and Dr. Mary Lindsay, Dr. John Baden Daintree and Dr. Jea 
Clark, successive paediatric registrars. ] 


REFERENCES 


PICKERILL, C. and H. P., Brit. med. 7., 1945, 1, 159. 
Craic, J. and McKay, E., Brit. med. 7., 1958, 1, 275. 


MOTHER AND CHILD IN HOSPITA 


A Ward Sister’s Eight Years’ Experience 


I. MORRIS, S.R.N., Sister-in-Charge, Children’s Unit, 
Amersham General Hospital | 


In 1950 we had four mothers admitted to our ward to 
look after their children; the numbers have gradually 
increased year by year until in 1958 we had 151 in 
11 months. These mothers have washed and fed their 
children, played with them and cared for them as they 
would have done in their own homes, giving them all 
the extra love they need when sick. They have been 
shown how to take and record temperatures, how to 
give medicines, to blanket-bath, to record intake and 
output charts, and to help to watch and record intra- 
venous drips running a certain number of drops per 
minute, to collect specimens of urine and stools. They 


- have also been shown how to cope with feeding prob- 


lems and with babies and children suffering from 
eczema, to give Aerosol inhalations and colostomy 
dressings. They have gained confidence seeing other 
children ill and are better able to look after their little 
ones at home in the future with the help of their own 
doctors. Many have said “It’s quite easy now we know 
how.” 


Practical Arrangements 


The children we admit with mothers are mostly 
under five years, although there are quite a number of 
exceptions. The mother has a bed in the child’s room, 
and there is a small sitting-room (recently built) where 
husbands are free to visit at any time after they have 
seen their children. Mothers may go out when they like, 
but they are not told they must. Some do their own 
rooms, but they are not made to. We do, however, 
expect them to lay their table and wash up their own 
crockery. They are allowed to make tea when they want 
to, and to use what was our admission bathroom. 

We have a 24-bed unit with eight cubicles, and deal 
with 600-700 patients a year. We take general surgery, 
orthopaedic, accidents, E.N.T., skins and medical cases. 

We feel that taking blood, barium meals and most 
dressings are better done by the staff on their own, in 
our clinical room; the child is then taken back to 
mother for comfort and reassurance. These things have 
to be done, and the quicker the easier for the child. 

Children suffering from status asthmaticus are usually 


The ward sister holds a key position says the recent report on ‘The Welfan 
of Children in Hospital’. Miss I. Morris in her ward at Amersham Ge 
eral Hospital where the film ‘Going to Hospital with Mother’ was taken. 


admitted, given sedatives and treated for any infection, 
and then the mother is sent home for a rest. When she 
returns and finds her child better she is taught by the 
doctors how to control the attacks. 

The same happens with eczema. We look after the 
baby and sedate it heavily and give the mother a rest, 
then she comes in and is shown how to cope with the 


situation at home. 

Hernia patients are admitted with their mothers and 
are usually home within three days. 

Admitting mothers with children for general surgery 
works well, but we do insist that the nurses have com: 
plete care of the child going to the theatre and on retum 
to the ward until he is round from the anaesthetic, 
although a mother is allowed a peep at her child a 
soon as he comes back to the ward to reassure her, and 
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Mothers with child behaviour problems need more 
help and time spent with them, and for this side of the 
icture one must have complete co-operation between 
consultant, registrar, house physician and nursing staff, 
otherwise one is soon in difficulties. Once this has been 
achieved, the problems can be sorted out and all runs 
smoothly, but at times this side of the scheme can cause 


great despair. 


Tonsillectomy 


Children have been admitted here with dieis mothers 
for removal of tonsils. We have found that it works 


§ when dealing with one patient only, but when there are 


more than one it can, and does, cause chaos. When we 
did try it we had the mother crying as well as the child 
just before the child went to the theatre, and one had to 
spend so much time comforting and quietening the 
mothers that it was the poor children who were suffer- 
ing. We have now found that the best way is to admit 
the children, let the mothers stay until premedications 
are given (we operate late afternoon and evening), and 
then ask them to go. They ring up at 7 p.m., and return 
any time they like on the following day, when they have 
free visiting until 7 p.m. The children are discharged 
after 48 hours. Children who have had tonsillectomy 
do tend to cry more than those who have had other 
surgical operations, and we realize that the more they 
cry the more likely they are to haemorrhage, and that 
during the first post-operative period they often tend 
to cry more if their mothers are with them. Also there 
is more blood visible on immediate return to the ward 
and this worries the parents. Again, it takes so much 
time reassuring them, and this is valuable time which 
should be given to the patient. We do feel that visiting 
the child on the following day is most essential as it does 
help him then, and we have proved that children eat 
better when their mothers are with them, and they are 
far less unhappy. 

The mothers do not prevent the nurses from gaining 
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experience; the nurses have more time to look after 
and play with the other children, and it helps them to 
understand mothers, which is especially valuable if 
they are going to do district nursing, health visiting, 
or if they are going out to the missionary field. 

Most mothers give each other help and confidence 
and share each other’s troubles. Although one does 


CHILDREN IN HOSPITAL 


Going to Hospital with Mother, a documentary 16 mm. film, 
was made by James Robertson at the Amersham General 
Hospital. (Sound, English or French, 45 min. running; 
guide book supplied.) The film is on sale or hire from the 
Tavistock Child Development Research Unit, 2, 
Beaumont Street, London, W.1. Young Children in Hospital, 
a book by James Robertson, complements the films A 
Two-year-old Goes to Hospital (1953), of which an abridged 
edition is available, and Going to Hospital with Mother 
(1958) (4s. 6d., bound 9s. 6d., from the same address). 
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occasionally get some mothers who are really difficult; 
the majority make one feel that the scheme is well 
worth while, and our reward is happy children—though 
a most untidy ward. 


Appendix 


AMERSHAM GENERAL HOSPITAL CHILDREN’S UNIT 
—24 beds. Eight cubicles, average dimensions 11 ft. by 8 ft. 

Cubicles occupy one side of the main corridor, sister’s office facing 
No. 4 cubicle. 

Amenities for mothers in the cubicle—bed, easy chair, locker, 
curtains, an overall, wash-basin, folding table for meals. 

Amenities for mothers in ward—one W.C., one bathroom, sitting- 
room recently built on, outside telephone. 


- Total admissions average 700 per year (e.g. 1956: Medical 283, 


Skin 14, Surgical 141, Accident and Orthopaedic 113, E.N.T. 
and tonsils 161—total 712.) 
Admissions of children under five years averages 280 per annum. 
Admissions of mothers with children averages 141 per annum. 
Total mothers admitted in six years—591. 
Approximate cost to hospital management committee—£2 10s. 
for one mother per week. 


FILM APPRAISALS 


Films for Teaching 


THIs Is THE FIRST of a regular feature of film appraisals 
for the use of tutors concerned with basic and post- 
basic nursing education. We hope they will be of use 
in every school of nursing. The appraisals have been 
made by a group of sister tutors meeting at Guy’s 
Hospital, with the collaboration of the Scientific Film 
Association. Anyone interested in joining this group is 
invited to attend regular meetings every Thursday 
evening at 6 p.m. at Guy’s Hospital School of Nursing, 
London; Miss Stockdale will be pleased to give any 
further information. 


Handling and Care of the Patient 


16/35 mm. sound, black and white, 25 minutes. Great Britain 
1944. ICI Film Library, Imperial Chemical House, Millbank, 
London, S.W.1 ( free). 


Content. A demonstration of the pre- and post-operative 
care of patients from their arrival in the anaesthetic room 
until the beginning of the operation and on their return to 
the ward until they regain consciousness. The patient in the 
anaesthetic roorn is shown first wrongly and then rightly 
handled. Post-operatively the importance of positioning the 
patient and keeping a clear airway are stressed. 


Appraisal. This is an excellent film, emphasizing all the 
important points in the care of the patient in the anaesthetic 
room and the unconscious patient. The only section which 
is of doubtful value is the first sequence dealing with what 
not to do in the anaesthetic room. Nurses seeing this film 
either become very distressed by this sequence or find it 
difficult to change their mood and accept the serious teach- 
ing of the latter part of the film. 


Audience. Suitable for showing to nurses in conjunction 
with surgery lectures in the first and second years of training. 
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A Remission 


Jj. GRIFFITH EDWARDS 


Bart’s in April 1958. He came to an outpatient 

clinic, but was so ill that he was immediately 
admitted to the ward. He said that for 18 months he 
had been having difficulty passing his water; for nine 
months he had been having pains in the back between 
the shoulder blades; for three months there had been 
increasing dyspnoea, and for one month there had been 
ankle swelling. 

But the patient’s real complaint—the one which had 
taken him to his doctor—was that he was feeling 
terribly unwell. All his life he had been an unusually 
healthy and active man, and now he knew, for the 
first time, what it was like to be wretchedly unfit. 

On examination, the immediate impression was of 
an old man dying of cancer. He was doddery and 
rambling, and breathless at rest. There was a mass of 
malignant nodes in the left supraclavicular fossa. 
Oedema had cleared with his own doctor’s mersalyl 
injections; there was a blood pressure of 120/60, and 
no valvular lesion. The prostate was enlarged and 
nodular. Clinically, therefore, there was evidence that 
the patient had a diffuse carcinomatosis with the 
prostate as the primary site, and the investigations con- 
firmed this diagnosis. 

Surgical relief of the obstruction was not thought 
justified. However, it was decided to give stilboestrol, 
initially 5 mg. thrice daily, but with the dose rapidly 
increased to 20 mg. thrice daily. At first he continued 
to deteriorate, and lay dozing in bed, mildly disorien- 
tated and entirely uninterested in his surroundings. 
But, after only 10 days of treatment, his appearance 
began to brighten. Before long he was reading a paper 
and had started to smoke his pipe again. 

During the next few weeks he changed from being an 
old man with terminal carcinomatosis and uraemia to 
being a man who was young for his age, and who was 
active and smartly dressed. It was now easy to believe 
that he had once been a Navy P.T. instructor. After 
two months he was discharged from the ward, and as 
an outpatient the stilboestrol thrice daily was reduced 
to 5 mg. The stilboestrol caused oedema, but this has 
been controlled by chlorothiazide. The table opposite 
summarizes the response to treatment. 


Ts PATIENT, a 75-year-old-man, was first seen at 


Discussion 


The prognosis for this man was thought to be death 
within a few days, and now, six months later, he is 
leading an active and enjoyable life. The moral would 
seem to be that, even in geriatrics, one is never justified 
in abandoning treatment until every reasonable treat- 


Reprinted from ‘St. Bartholomew’s Hospital Journal’, December 1958, 
by courtesy of the editor. 
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ment has been tried. In this case the dramatic respong 
was because the stilboestrol not only made the se¢g 
dary deposits regress, but by causing the prosta 
primary to involute it relieved the post-renal uraemj, 

Some features of the secondary deposits were unusyj 
for prostatic cancer. The bone secondaries were ostg 
lytic rather than sclerotic. ‘The lung changes were aly 
unusual, and there was discussion as to how much 
the X-ray shadowing was due to pneumonia or oedema 
as opposed to carcinomatosis. Lung function tests wer 
done and CO diffusion showed considerable alveolg. 
capillary block, which would have been compatibk 
with carcinomatous infiltration; the CO diffusigy 
improved after stilboestrol treatment. Furthermore, th 
leg oedema at the beginning of the illness may hay 
been due to a cor-pulmonale caused by malignant py} 
monary infiltration. 


SYMPTOMS 


SIGNS 


At worst 


Breathless at rest, full of 
aches and pains, no ap- 
petite, much difficulty in 
passing water, feeling 
extremely ill. 
Carcinomatous nodes in 
neck. Hard nodular pros- 
tate. 


Six months later 


Active, no pain, slight 
difficulty passing water, 
good appetite, feeling 


well. 


Nodes not palpable, 
prostate enlarged but 
not nodular. 


Bioop uREA 120 mg.%. 28 mg.%. 

AcIpD 

PHOSPHATASE 350 K-A u. 7.5 K-A u. 

E.S.R. 102 mm./hr. 26 mm./hr. 

He. 42% (6.2 g.) 80% (11.8 g.) 

| 70% (10.4 g.) after trans- 
fusion. 

C.X.R. Diffuse mottling. Clear except for one 
small circular shadow. 

PERIPHERAL 1 normoblast and 4 mye- Normal. 


BLOOD locytes/100 WBC 
Bone X-RAYS Miliary osteolytic lesions Considerable re-calcif- 
cation. 


The patient says that he can’t see what all the fus 
was about. He attributes his recovery to a strong con- 
stitution, and this seems a sound observation. 


[My thanks are due to Dr. G. W. Hayward for permission to 
publish this report on a patient who was under his care. ] 


New Scheme for Handicapped Men 


(See pictures opposite) 


The first of its kind in Britain, a new experimental 
workshop opened by the London County Council in 
St. Pancras for 35 severely handicapped men enables 
them to find new purpose and hope in life as they master 
a useful and remunerative occupation. 

Paraplegics, deaf mutes, epileptics, polio victims and 
others take a three-months’ course in wood machining 
or cabinet making and then go on to production work. 
They make small pieces of furniture which can be used 
by the LCC in their old people’s homes or gadgets of 
use to disabled men and women at home. Since they 
began the course, many of the workers have improved 
physically and the epileptics have had fewer attacks. 
It is hoped eventually to settle many of the workers in 
normal employment. 
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NEW LONDON COUNTY COUNCIL EXPERIMENT 


arrwing at work in 
WELFARE ORPARTMENT their motor-tricycles, 
WORKSHOP FOR | whee!-chairs and other 
HANDICAPPED PERSONS. Special transport. 


Far left: just start- 
ing his training. As 
a result of a stroke, 
this man has been 
unable to work for 
10 years. Next to 
him, a sufferer from 


later rheumataid arthritis 
n, slight has already passed 
1g Water, his three months’ test 


and 1s now on pro- 
duction work. 


New Workshop Venture 


on for Handicapped Men 


hadow. 


calcifi (see opposite) 


€ fuss 
COn- 


A This worker suffers from high blood pressure 
and a weak heart and can only do light work. 


ion to 


n 
il in 
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aster 
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ork. 
ised 
s of 
ee A The man on the left, a spastic, has been off his 
y feet for six years. He was formerly an engineering 
ved worker. Opposite him is a polio victim who, 
ks, until he started at the workshop, had never done 
; in any work, due to disabilities. 
4 The workshop manager is very enthustastic 
about his new and rewarding responsibility. 
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TALKING POINT 


~ ‘THE WORLDWIDE CELEBRATIONS of the 150th anniversary 
of the birth of Abraham Lincoln make one pause to 
consider how far his famous dictum ‘All men are 
created equal’ is true nearly a hundred years after it 
was first made. Lincoln, himself responsible for the 
liberation of the slaves in 1863, would have rejoiced 
that this month the State of Virginia has at last opened 
its white schools to negro pupils. The traditional strong- 
hold of the Southern States has finally capitulated to 
the decrees of Congress. 

A Martian would surely think this world a very odd 
place; in the USA the descendants of the slaves are just 
being admitted to the same schools as white children; 
in the Federation of the West Indies the descendants 
of the slaves are governing the islands side by side with 
the descendants of the white planters. In Africa, 
countries are moving with remarkable speed towards 
self-government, but in South Africa there is a Bill 
before Parliament to exclude non-white students from 
the Universities of Cape Town and Witwatersrand. 

It is just a year since the General Nursing Coun- 
cil for England and Wales passed a resolution deploring 
the racial segregation of the South African Nursing 
Act of 1957; this was closely followed by a resolution 
of the Council of the Royal College of Nursing also 
deploring the discriminating clauses of the Act. How 
far does the non-white South African nurse feel that 
‘all men are created equal’? Fine phrases are more 
understandable when illustrated by concrete examples. 
How far has the non-white nurse equality with her 
European counterpart ? | 

Because of the colour of her skin she is debarred from 
being a member of the South African Nursing Council 
(a statutory body comparable with our General Nursing 
Council); she is debarred from being or electing a 
Council member of the South African Nursing Associa- 


TODAY’S DRUGS 


Injection of oxytocin B.P. 
Pitocin (Parke, Davis) 
Syntocinon (Sandoz) 


Injection of oxytocin B.P. and Pitocin contain the oxy- 
tocic principle of the pituitary; Syntocinon is synthetic 
oxytocin. Clinical trials have shown there are no qualitative 
or quantitative differences between the naturally occurring 
and the synthetic oxytocins. The indications and contra- 
indications are therefore the same for both. Oxytocin 
preparations may be given intramuscularly or by intra- 
venous infusion. When used for the induction of labour or 
for the treatment of hypotonic uterine inertia, the more 
easily controlled continuous intravenous drip is preferable 
to intermittent intramuscular injections, but it should be 
restricted to hospital practice. For the prevention and 


tion (which, unlike our own Royal College of Nursing fim 
is not a self-governing body, having government repr 
sentatives on it); she must, however, by law be 
member and pay her dues. (The principle of no tayg. 
tion without representation was settled some time agy 
in this country for all citizens.) 

Furthermore, under a penalty of a fine of £200, shel = 
must not put herself in a position of being able to give 7— 
orders or instructions to a European nurse. This mean: ~ 
that she is unable to issue any orders to a European 
nurse who happens to be her junior. Consequently 
no European nurse is ever her junior and white and 
non-white can never train together; they may work 
together only if the non-white nurse always remains in 
an inferior or subordinate position. 

It is not surprising to find that, as a result of this Ae, 
the non-white nurses receive on average two-thirds the 
pay of white nurses. 

Medical and nursing opinion in this country hg 
been unequivocal in its condemnation of the racial 
discrimination of this Act. As long ago as 1951 the 
British Medical Association, noticing the trend of 
events, refused to hold a projected joint meeting with 
the Medical Association of South Africa. 

No one will disagree that racial questions are highly 
emotional and complex problems. There are those who 
deplore the introduction of nursing into politics: is it 
not even more deplorable to introduce politics into 
nursing? If we believe in the principles of democracy 
enunciated by Lincoln at Gettysburg—government of C 
the people, for the people, by the people—then we must 
all assume responsibility for the actions of our govern- 


ments. We can also remind ourselves that, unlike all BET. 
non-white nurses, all European nurses in South Africa 

have the vote. ( 

WRANGLER. R 

It is 

Servi 


treatment of post-partum haemorrhage, ergometrine is § Cent 
more widely used than oxytociff, but some prefer to supple- § The 
ment the former with the latter when bleeding is severe. § back 
Preparations of natural oxytocin are all standardized to f Roel 
contain 10 units per ml. Syntocinon is also available in a § whet 
strength of | unit per ml. This must be appreciated if con- J awai 


fusion is to be avoided but the weaker solution has a prac- J Re 
tical advantage, especially for intermittent intramuscular § 300 
injections. hosp 


BM, 3.1.59 NHS basic price—inj. oxytocin B.P. and Pitocin, paec 
$ ml]. ampoules (5 units), 6 for 5s. 6d.; Syntocinon, the 
4 ml. ampoules (5 units), 6 for 5s. 4d., and 2 ml. oper 
ampoules (2 units), 6 for 4s. Larger ampoules of all | 


preparations are also available. hous 

beer 

With the kind co-operation of the BRITISH MEDICAL JOURNAL, oo 
we have arranged to print abstracts from the popular series ‘Today’s vie 

Drugs’ which apbears weekly in that journal. ie 
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the world, being associated in most people’s minds 
with the provision and fitting of artificial limbs. 
It is the centre of the Ministry of Health Limb Fitting 
Service where the Ministry’s Artificial Limb Research 
Centre and privately owned limb factories are situated. 
The origin of this artificial limb organization dates 
back to the beginning of the First World War when 
Roehampton House was acquired to provide a centre 
where war amputees could be accommodated while 
awaiting the services of the limb makers. 

Roehampton is now a large general hospital of some 
500 beds; it was started as a convalescent auxiliary 
hospital and was run in conjunction with the Ortho- 
paedic Hospital, Du Cane Road, Shepherd’s Bush, now 
the Postgraduate Medical School of London. When it 
opened in 1915 the hospital had 25 beds which were 
housed in the mansion; more and more buildings have 
been added over the years and there are now 20 wards 
in the grounds; the mansion is now a nurses home. 
Roehampton hospital is ideally situated south of 
London and within half a mile of historic Roehampton 
village, which has always been regarded as a beauty 


R tie wort is a household word in many parts of 


QUEEN MARY’S (ROEHAMPTON) HOSPITAL 


BETHIA H. McBRIDE, R.G.N., S.C.M. 


A The imposing mansion 
is now a nurses home. 


spot. Richmond Park is half-a- 
mile away and the rural district 
of Putney Heath is equally 
close. Nevertheless the hospital is served by red and 
Green line bus services, and by British Railways 
at Barnes at the bottom of Roehampton Lane, and is 
only half-an-hour’s journey by train from Piccadilly 
Circus. This ‘Lane’ is now a 40 ft. arterial road con- 
necting Barnes Common with the Portsmouth Road. 


Widening Scope 


Roehampton flourished as a convalescent hospital 
and as a centre for the manufacture and fitting of 
artificial limbs, but eventually it became apparent that 
the upkeep of so large an institution could no longer be 
justified for its primary purpose alone. The Ministry of 
Pensions was therefore offered part of the hospital for 
the treatment of general surgical and medical cases. 
Permanent wards were built; operating theatres, 
kitchens, administrative offices and other necessary 
departments were provided, and the patients from the 

(continued on page 230) 
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A The male orthopaedic 
ward opens on to the lawn 
where the annual garden 
party and decorated wheel- 
chair competition are held. 


<4 The physiotherapist ban- 
dages a stump after exercise. 


Vv Ambulant patients have meals in the main dining-room which is comfortable and 
pleasant. The hospital also has a cinema and a billiards room. 


te 
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A In the limb-fitting centre a patient begins an early lesson under; 
guidance and care. | 


A In the spacious operating 
theatre the sister gives a talk 
on procedures. A post-certif 
cate course 1s available fam 

trained nurses. 


Occupational  therapy—¥ 


an arthritic patient practise 
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New Developments 


at Roehampton 


The well-stocked Red Cross library & and W the quiet room provided by the 
Board of Governors which were recently opened by the Princess Royal. 


small chapel is shortly to be rebuilt under the 
new development programme. 
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In her office, the matron, Miss B. H. McBride, discusses the One of the two ‘tropical’ wards where post-certificate students receive training Sor the 


agenda for the assistant nurses meeting. 


Ministry’s Shepherd’s Bush hospital, together with the 
remaining facial cases still requiring treatment on the 
closing of wards at Queen’s Hospital, Sidcup, and else- 
where, were transferred to Roehampton. This extension 
was opened by Queen Mary on May 6, 1925, and in 
1928 the title of the hospital was changed to Queen 
Mary’s (Roehampton) Hospital. 

In 1939 the board of governors entered into an 
agreement with the Ministry of Pensions whereby the 
hospital buildings were leased to the Ministry and the 
control and maintenance of the hospital and Limb 
Fitting Centre were vested in the Ministry. 

The hospital played a most important part during 
the First and Second World Wars in catering for the 
sick and wounded. During the Second World War the 
original hospital was considerably enlarged, and one 
feature of this new building was the provision of an 
underground operating theatre. 


Ministry of Health Hospital 


In 1953 Queen Mary’s (Roehampton) Hospital 
came under the direct control of the Ministry of Health, 
and although it is not administered by a regional hos- 
pital board, all new members of the nursing staff are 
engaged on National Health Service pay and conditions. 

The nursing staff have comfortable quarters in the 
mansion and in two other nurses homes nearby, al- 
though, of course, many of the staff are non-resident. 
Several of the nurses bedrooms overlook the lily pond 
and ornamental gardens which, in the summer, are a 
mass of well laid out rose beds and lawns, kept beautiful 
by the gardeners employed by the Governors, and here 

the staff can enjoy a restful time during their off duty. 
_ Nowadays many patients besides war pensioners are 
admitted to Roehampton but the hospital has always 
given priority of admission and treatment to war pen- 
sioners. Over the years many, many thousands of 
patients have been treated in this famous hospital. It 
covers most branches of medicine and surgery, and 
also has special plastic and tropical departments. No 
beds, however, are allocated for obstetric, gynaeco- 
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Roehampton certificate. 


logical or paediatric departments. 


Plastic and Burns Centre 


New building programmes have been devised to keep 
pace with modern demands. A completely renovated 
and enlarged plastic and burns centre is nearly ready 
and is intended to house the regional unit which has 
hitherto been at Basingstoke and which will be com. 
bined with the unit that has functioned at Roehampton 
for so many years. When completed it will have 120 beds 
and cater for emergencies from the whole of South 
London. The new block consists of six large wards, 
an air-conditioned burns dressing unit and a theatre 
block. 

This fascinating branch of modern surgery will be 
carried out under up-to-date conditions, and it is hoped 
that it will attract many nurses who wish to take up 
this attractive and worthwhile speciality. 

Plans are being prepared to build further new depart- 
ments at Roehampton in the near future. These will 
include new pathological, rehabilitation and outpatient 
departments, together with consultants’ suites. 


Carriers of Infection 


FIFTY PER CENT. of hospital staffs are nasal carriers of 
staphylococci and 20-25 per cent. of adults become so after 
three weeks in hospital; besides the nose the perineum was a 
potent source of contamination, according to a statement 
made by Dr. Robert Williams of Colindale at a conference 
on the prevention of hospital cross infection at Little Brom- 
wich Hospital, Birmingham. Dr. Williams declared that re- 
sistance to tetracycline rose to 100 per cent. after the drug 
had been administered for a week. Dr. Robert Blowers of 
Middlesbrough in answer to a question emphasized that any 
member of the nursing or medical staff who developed a 
pimple or boil should be relieved of duties bringing him or 
her into contact with patients until the bacteriologist per- 
mitted return to duty; and it should be borne in mind that 
the scar or crust at the site of a recent pimple still harboured 
many organisms. 

Lancet, January 31, 1959. 
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ENERAL NURSING CONDITIONS in 
Russian hospitals, are, to a great ex- 
tent, unknown to nurses in this country. 
Seeing an advertisement for a cheap ex- 
cursion trip, with a two-day stay in Lenin- 
grad and a five-day visit to Moscow, I 
obtained permission from the Russian 
Consulate to visit hospitals there. 


cow, accompanied by an interpreter, we 
started out in a black and white checkered 
State taxi, flashing along broad, traffic- 
packed thoroughfares. After some 20 
minutes we halted at a tree-lined, minia- 
ture park. Perambulating in the sunshine, 
patients in striped hospital clothing accom- 
panied their visiting relatives and friends. 
Beyond the park the front of the hospital 
appeared as a replica of the Bolshoi Theatre- 
entrance: massive stone pillars, of tremen- 
dous girth and weight, supported the 
conical large-stoned roofing. ; 


The Doctors 


At the foot of dozens of wide, thick stone 
steps leading to the base of the pillars stood 
two tall, well-proportioned, white-over- 
alled and capped females. As we neared 
them, the taller, older figure, walked to- 
wards us smiling, her hand outstretched. 
“Dr. Fakharova, theassistant chiefdoctor’’, 
the interpreter introduced us. Dr. Fak- 
harova introduced us to her companion, 
Dr. Fevleva, and escorted us through 
corridors crowded with curiously gazing 
staff and patients to the chief doctor’s 
office. Here the door opened to admit.four 
more white-overalled women doctors of 
various ages and femininity and one 
youngish-looking male doctor. Most of the 
women doctors’ faces, especially the seniors, 
were devoid of cosmetics. They had all 
acquired that serious, set, expression com- 
mon to long-service career women in any 
country. 

The younger doctors incessantly flashed 
their gold teeth through carmine coloured 
lips. Their mascara-surrounded eyes beam- 
ed continuously. Dangling earrings, activ- 
ated by head-shaking laughter, oscillated 
against rouged cheeks. 

I informed the senior doctor of my re- 
quirements and after a conversation with 
her colleagues it was decided to have the 
discussion first and the ward visits later. 


Nurse Training 


_The training for general nursing is 
similar to all forms of nurse training in the 
USSR. Leaving high school at 17 years 
of age students attend the nurse training 
schools for three years. There they take all 
forms of nursing tuition, such as general, 
mental, midwifery, etc. They choose one 
Particular branch of nursing, which they 


The afternoon after my arrival in Mos- 


he Piroqov Hospital, Moscow 
PERCIVAL ARCHER, S.R.N., R.M.N., Chief Male Nurse, De la Pole Hospital, Willerby, Yorks. 


intend to specialize in on graduation 
according to their progress. So the general 
nurse, on registration, is partially trained 
in all forms of nursing. 

I understand that if a trained nurse 
wanted to change from mental to general 
nursing or vice versa she would have to 
attend the training school again to enable 
her to pass the necessary examination to 
specialize in the form of nursing she desired. 


_ There is no national registration for general 


nursing. Areas such as the Moscow district 
keep their own nurse registrations. Women 
doctors do most of the tutoring of nurses. 
Each district has its own panel of doctor- 
examiners who prepare the written, the- 
oretical and practical examinations. 


No Matrons, no Tutors 


Nurse tutors as we know them are, like 
male nurses, non-existent in the USSR, 
and there are no hospital matrons. ‘The 
senior trained nurses, comparable with our 
ward sisters, are responsible for their own 
ward administration. A lay administrator, 
a person who has had some medical train- 
ing during his tuition but who is neither a 
doctor nor a nurse, acts under the chief 
doctor. The administrator is in charge of 
ward staffing. Other lay administrators are 
responsible for all ward stocks, catering for 
patients and staff, and other duties similar 
to those they perform in our general hos- 
pitals. The doctors did convince me that 
the trained nurse in Russia did the job 
only she was qualified for, and that was a 
hundred per cent. nursing duties. 

Two-thirds of the last two years of the 
student nurses’ three-year training is 
devoted to practical experience obtained 
in all types of Moscow hospitals. ‘These 
nurses are students, and are never employ- 
ed to staff wards. Throughout their train- 
ing they operate from, and are attached to, 
the nurses’ training college. 

It was emphasized that they considered 
doctoring a women’s profession. They told 
me that almost half the trained nurses 
attend evening classes to study medicine 
to enable them to qualify as doctors. ‘These 
part-time medical students receive finan- 
cial and any other form of assistance they 
request. Time off for lectures and study 
are arranged by the hospital administra- 
tion. Every encouragement, I was told, is 
given to anyone wishing to progress in this 
way. 

All the nursing staff live out; resident 
nurses appeared to be unknown. 

Their health service is basically similar to 
ours. Instead of general practitioners they 
have clinics throughout Moscow all cater- 
ing for a certain number of the population. 
Mass X-ray and certain vaccinations are 
compulsory, such as vaccination for whoop- 
ing cough and polio, for which they manu- 
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facture their own vaccine. 

Having witnessed the headlong, menac- 
ing charges of the motor traffic at uncon- 
cerned pedestrians I enquired about the 
accident rate. I was told ‘‘Moscow drivers 
are so good the pedestrian casualty rate is 
below the normal for a town of its size.” 
They also added that following a street 
accident, a medical car, usually containing 
a doctor and a trained nurse, is on the 
scene within minutes. A chief casualty 
doctor occupies a central position in the 
town. Radiating around him, in place of 
our police cars, these medical cars patrol 
or are stationed. At large sporting events 
and political meetings dozens of these cars 
are placed at strategic points to deal with 
accidents. 

The Piroqov Hospital contained 132 
medical beds. Like everywhere else around 
Moscow, rebuilding and structural renova- 
tions are taking place. During our visit we 
witnessed the structural upheaval in pro- 
gress. Because of this only a part of the 
hospital, containing 84 beds, was in 
operation. 

The staff of this hospital for general 
medicine consisted of eight doctors, 22 
trained nurses and 24 assistant nurses. 
Trained general hospital nurses work six- 
and-a-half hour shifts; assistant nurses work 
eight-hour shifts. There were two senior 
nurses or ward sisters. Holiday periods are 
similar to ours, and they all take meals in 
a communal dining-room. : 


Medical Workers Union 


The Piroqov Hospital is administered by 
the chief doctor, functioning under a com- 
mittee elected from the Medical Workers 
Union. This union embraces all staff, 
doctors, nurses and ancillaries and the 
elected committee forwards recommenda- 
tions to the local Ministry of Health, which 
acts only in an advisory capacity. Super- 
annuation retiring age for general nurses is 
55 years, when they receive approximately 
half their monthly salary. 

Throughout the spirited conversation I 
was impressed by the willingness and en- 
thusiasm of these doctors to assist me. 

Towards the end of a two-hour session, 
with the sun streaming through a large 
closed window to cook me as I perspired in 
my thick white overall and vision-obscur- 
ing cap, I thankfully perceived the chief 
doctor rising to her feet. Once again it was 
conveyed to me, by the interpreter, how 
pleased they were to welcome someone 
from England. 

As we walked to the wards we could see 
away in the distance the silhouettes of 
mountainous structures of brick and mor- 
tar obscuring the horizon. ““The new 
Moscow general hospital” I was informed. 

Entering one of the 40-bed wards, a re- 
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laxed, homely atmosphere was apparent. 
Bed patients, in widely spaced beds with 
multi-coloured counterpanes, were read- 
ing, writing or practising occupational 
therapy. Books and photographs perched 
around flower-filled vases occupied bed- 
locker tops. It was visiting afternoon and 
white-overalled visitors sat on beds, facing 
the patient, chattering happily. All ambu- 
lant patients wore their own clothes or the 
striped, various coloured hospital clothing. 

Full-length curtaining draped all the 
long windows and carpet almost covered 


Theory and Practice 


one hour. Possibly that is what set my 

mind musing, and my first thoughts 
concerned an old man across the ward 
whose leg had been broken; the doctor 
was eager to get him home again, for the 
usual reason—shortage of beds. I saw the 
old chap look at the mirrored floor, 
gingerly try one crutch, saw his face grow 
pale ... Why in these enlightened days, do 
hospital staffs make anyone try out their 
crutches on mirror-like floors? There is 
room here for improvement. Possibly a 
surface which will not allow crutches to 
slip and give patients agony venturing 
forth on the wide ocean of a hospital ward, 
learning how to walk again after being 
laid aside for months. 

Not that this ended my musing. From 
those dim regions where thoughts go to 
rest came the lecture which the nurse of 
the school medical service had delivered 
to our pupils. Its theme—NNo one should 
use cracked or chipped cups! She put a chipped 
cup section under the microscope and 
showed us in relays the fearsome objects 
lurking in the crevices. 

I heard the sound of a trolley; nurse was 


Jone DUE IN THE OPERATING THEATRE in 


bringing my afternoon tea—in a cracked 


NO COMMENT 
DEPARTMENT 


With acknowledgement to the Evening Standard 
(below) and the Daily Express (right). 


** Jenkins! Jenkins! Remember what the committee 
said about the therapeutic value of toys.” 


the waxed wood-block flooring. ‘The 
brightly painted walls supported plaques 
and ornately framed pictures. Everywhere 
there was that indescribable something 
which is apparent in well administered 
hospitals in any country. The two recently 
reconstructed wards we visited followed an 
interesting architectural plan. A _ wide 
carpet-covered thoroughfare divided the 
ward in half. One side contained small 
dormitories. The other was occupied by 
the dining-room, offices, sluice and ablu- 
tion rooms and toilets. Attached to the 


cup, and chipped too! I told her of the 
school lecture, reminded her that in 
chipped, cracked places lurked microbes, 
germs and bacilli. And she laughed at 
me. She said ‘Bosh!’, loud, like that. So I 
am musing now at the difference between 
theory and practice in our hospitals. 

Thoughts of the school medical service 
recurred. Recently I had been there when 
the teacher was helping the nurse to take 
temperatures. The teacher explained the 
idea, saying “‘Put it under the tongue like 
a sweet.”’ One child did, and the avalanche 
fell on the poor teacher. 

‘Not in the mouth!” stormed the nurse. 


**Put it under the arm. Never in the ° 


mouth!”’ I know she said it. I was there. 

Once more nurse was beside my bed. 
“Open your mouth’’, she began. “‘Put this 
under your tongue.”’ 

*“Nurse’’, I pleaded, “‘the last time I was 
in school with temperatures being taken 
by the school medical .. .”’ “‘. . . they were 
told not to put thermometers in their 
mouths”’ she finished for me, as if she had 
been there when it happened. 

I asked weakly. 

“Bosh! Get it in. Under the tongue. 
What disease you have we’ll kill stone 


| 


~~ 
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“Your Alfie’s measles are certainly very much b 
in to stay with him, Mrs. B. 
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hospital was a fully equipped !aborat, 
where no expense is spared ori diagno, 
facilities. 
During the journey back in tie Moggy 
underground railway, the Metro, I said, 
the interpreter “If one shut one’s eyes an 
recalled the incidents of our hospital yj 
and this journey in the tube, a Londo, 
could easily imagine he was at home!” , 
looked at me grinning, and replied, 4 
don’t suppose there is much differen 
between hospitals and nurses in ay 
country.”’ 


dead when I put it back in the glay 
Patients have too many finicky ideas aboy 
things these days in my opinion.”’ 

_ And she ought to know. Or ought she 
not? She was a staff nurse, and a jolly 
good staff nurse too by general opinion 
but lying musing in her ward and recalli 
things regarding health which I had bee 
taught, I wondered. 

Isn’t it strange how things work out? 
Not long after, the staff nurse came again 
to dress my operation wound. Carefully 
she lifted the gauze from the sterilize 
container. She dropped it on my bar 
arm, and I rushed to her rescue, grabbed 
the gauze and handed it to her. The 
another avalanche fell, this time on me 
Did I not know that my hand was not 
medically clean? Did I presume she wa 
so foolish as to apply gauze to an operation 
wound like that? Was I not aware... 
even a small child would know better... 


that only sterilized gauze was fit for 


operation wounds...? 

**But nurse... you did not seem to mind 
about cracked cups...” 

“Cracked cups! Silly thermometers! 
This is sterilized gauze I’m talking about, 


- not silly things like cracked cups...” 


As I lay musing in hospital about al 
that happened, I came to the conclusion 
that to the patient there often seems to k 
a great discrepancy between hospital 
theory and practice. 

HERBERT STONELEY. 


THE OTHER SIDE......... . by Gil 
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SISTER TUTOR SECTION WINTER CONFERENCE 


Nursing Education 


THE PROBLEM of medical and nursing 
education today is to achieve the right 
balance between increased scientific know- 
ledge and the essential care of the patient, 
said Mr. G. T. Hammond, obstetric sur- 
geon, Royal Hants County Hospital, Win- 
chester, speaking at the Sister Tutor Sec- 
tion winter conference on the role of the 
medical profession in nursing education. 
He said that both medical students and 
student nurses were faced with numerous 
advances in medical science and with 
many more technical procedures. ‘The 
nurse must see these advances in perspec- 
tive against the background of the care of 
the patient as a person. 

A nurse held a unique position. She was 
close to tragedy yet had to be able to 
accept it without too great emotional 
strain; she must understand and appreciate 
the hopes and fears of the sick person for 
whom she was caring, for she was nearer 
to the patient than anyone else. Kindness 
and understanding were the foundation of 
this remarkable relationship; these quali- 
ties had to be brought to maturity through 
training. ““Knowledge will enable her to 
nurse intelligently but capability unac- 
companied by the essential human virtues 
and a close personal relationship with the 
patient will make her work meaningless”’ 
said Mr. Hammond. | 

The doctor’s part in nursing education 
was not confined to instruction in diseases 
and therapeutics. The bedside was the 
best place for teaching medicine and treat- 
ment, the basis of which was creating in 
the patient a feeling of confidence in him- 
self and in those looking after him. During 
a clinical round the doctor’s ‘bedside 
manner’, his way of questioning the pa- 
tient, his attention to particular details, 
differing in relation to each case, made 
learning easier for the student. A logical 
sequence of questions could guide her 
toward learning to think in an orderly 
manner. 
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Significance of Routine 


“Routine investigations may be looked 
upon as merely routine unless the nurse 
learns to realize their significance. Too 
often on questioning nurses on simple 
urine tests and record charts, appreciation 
of their use is found to be negligible; though 
the observation and records may be accu- 
rate they have been carried out as routine 
with no understanding of their value.” 

- Hammond considered that nurses 
should be trained in intravenous tech- 
hiques so that a domiciliary midwife could 
set up an intravenous drip in a case of post- 
_ haemorrhage, thus perhaps saving 
a ile, 

_ The medical profession also had an 
important contribution to make in the 


continuing education of the staff nurse. 
They must however realize the simple 
truth that the amount of work that could be 
done was directly proportionate to the num- 
ber of nurses available. If extra beds were 
put up in the wards the day’s work was one 
long rush to get the essential nursing done; 
dressings, etc., were hurried and might be 
imperfectly carried out; cross infection 
would result; the nurses were overtired 
and might become ill themselves; the 
sister and staff nurse had no time to teach. 
Thus the patients might be harmed, the 
students’ training degenerate, and the 
nurses’ health suffer. 

Mr. Hammond recommended that the 
medical staff should agree that no extra 
beds should be put up and routine admis- 
sions should be controlled to allow for 
emergencies. Experience had shown that 
the ward sister was the most suitable 
person to regulate admissions. An isolation 
unit should be. available and adequately 
staffed, to which all infected cases should 
be transferred. 

In conclusion Mr. Hammond said that 
many compliments were paid to the nurs- 
ing profession for their skill and attention 
to the patients by the medical profession. 
But it was easy for the doctor to forget how 
much his success was the nurse’s success 
and how essential it was for the medical 
profession to assist in the training of the 
nurse and in promoting her welfare. 


Education in the Ward 


**A considerable amount of research has 
been done on the nurse’s education in the 
hospital ward”’, said Miss Esme P. E. Few, 
ward sister, ‘The Middlesex Hospital, Lon- 
don. The Nuffield Job Analysis in 1953 
showed that 74 per cent. of nursing duties 
were performed by student nurses and that 
the time devoted to teaching in the ward 
was negligible. 

How then did the student learn? A 
great deal depended on the nurse herself. 
The keen, interested and intelligent 
student would learn from her own obser- 
vation and from putting into practice 
what she had already been taught: she 
would learn how dependent the patients 
were; how the members of the ward team 
each contributed to the patients’ needs; 
she learnt also how different people were 
and how to approach or react to each 
individual; to think for herself, to develop 
resourcefulness, and to combine speed 
with efficiency. 

“‘Who are the teachers in the ward?” 
continued Miss Few. First the nurses with 
whom the student worked and especially 
the staff nurse or deputy sister, who should 
take a recognized part in supervision and 
teaching. The medical staff had many 
opportunities’ for contributing to the 


nurses’ knowledge during procedures such 
as lumbar puncture, intravenous infusion, 
etc.; they might encourage the nurses to 
attend the consultants’ clinical rounds, 
but perhaps most valuable of all were 
regular discussion groups held by the 
registrar or professor for the student nurses 
in the clinical room, while sister and staff 
nurse remained in the ward. Miss Few 
spoke of the Friday morning session from 
9.30 a.m. to 10 a.m. held for her students 


and similar revision discussions are ar-. 


ranged for groups of students before the 
Final State Examination. 


The Ward Sister 


Other staff visiting the wards, such as 
the radiographer, physiotherapist, dieti- 
tian and almoner, also had much to teach 
the student nurse. But the ward sister 
carried the main responsibility. ‘“The time 
factor is always the obstacle but she must 
make time, in addition to her constant 
teaching by example and demonstration, 
by working with the student, supervising, 
instructing and questioning and -using 
every opportunity as it arises, for one 
nurse taught is better than none.”’ She 
would be rewarded by the students’ 
greater interest and the patients would be 
better nursed because of the students’ 
greater understanding of their work. 
Reports could also be made an oppor- 
tunity for teaching and the student en- 
couraged to use the reference books kept 
in the sister’s office. 

The ward sister must constantly main- 
tain a close liaison with the sister tutors. 
Miss Few hoped that the ward sister’s 
responsibility for teaching would not be 
displaced by the introduction of clinical 
instructors. But this would be inevitable 
unless the ward sisters themselves solved 
the problem of lack of ward teaching. 

How could this be solved—perhaps by 
relieving the sister of other duties by the 
appointment of a ward secretary. With 
regular time given to ward teaching Miss 
Few was convinced that the standard of 
nursing would rise. 


Liaison between Wards and Teaching 
Department 


‘““There appears to be a general miscon- 
ception that the tutor is solely responsible 
for the teaching of the student nurse and 
that she does not excel in it’’, said Miss 
P. Goodall, principal tutor, Leicester 
Royal Infirmary. Certainly the tutor was 
frequently blamed for the student’s lack 
of skill. While the curriculum was guided 
by the GNC syllabus, the education of the 
student was influenced by the interpreta- 
tion of the syllabus not only by the tutor 
but by the ward sisters and medical staff. 
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**Are we sufficiently aware of each other’s 
responsibility”, she asked, “‘aand do we 
readily acknowledge that we share this 
responsibility ?”’ 

The medical staff required the nurse to 
be competent, skilful and observant, to be 
able to assist during complicated clinical 
procedures and to keep accurate records. 
But did they take an active part in teach- 
ing the student or merely expect her to be 
a competent member of the ward 
team? 

The ward sister also expected much of 
her nurses, but did she expect to have to 
teach them and was she encouraged and 
given the opportunitv to do so? 


A Course, not a Race 


The tutor carried responsibility for the 
completion of the syllabus of training 
before the Final State Examination and 
this too often became a frantic race against 
time rather than a well planned and wide 
educational course, preparing a know- 
ledgeable member of the profession. 

The ward sister should be an active 
member of the teaching team, assisting 
the tutor by her extensive and up-to-date 
knowledge of nursing in a particular 
sphere. This required liaison between 
them and recognition of each other’s re- 
sponsibility, and the tutor needed to be 
welcomed in the wards especially when 
cases or treatments of particular interest 
occurred. If the day and night reports sent 
to matron’s office were passed on to the 


tutors they would keep them informed of 


new patients admitted and the progress of 
the very ill patients. 

A nursing procedure committee was 
another means of establishing unity in the 
teaching of the student nurses. Regular 
meetings, with all departments repre- 
sented and specialists such as the patholo- 
gist or pharmacist invited as needed, 
enabled the outline of procedures to be 
agreed; this should be followed by further 
discussion at the staff nurses’ and sisters’ 
meetings. Finally a copy of the agreed 
procedure should be sent to each ward by 
the tutors and kept in a box file readily 
available for reference by all the nursing 
staff. 

Ward sisters of specialized units had 
special knowledge and skill. If all the 
students did not obtain practical exper- 
ience in these units, the tutor could arrange 
for the sister to demonstrate the special 
nursing and treatment procedures to a 
group in the classroom. 

A valuable link between ward and 
classroom: was created if the ward sister 
was given an opportunity to assist in the 
hospital examinations. 

The student nurse should be aware of 
the close liaison between the ward sister 
and sister tutor throughout her training. 
This could be emphasized if a clinical 
instructor taught in the wards. “‘We have 
found’’, said Miss Goodall, “‘that having 
a clinical instructor working in the wards 
since last May has stimulated the interest 
of both the medical and nursing staff in 


BOOK REVIEWS 


Woman’s Change of Life. Isabel Hutton, | 


M.D. Heinemann, 6s. 

This is a simply written book for the lay 
public which does not quite succeed in 
balancing assurance and caution. Although 
there are one or two unexpected recom- 
mendations—hot baths (‘inadvisable for 
the young’) to dissolve clots in the cervix, 
colonic lavage to remove ‘stagnant im- 
purities’, the daily bowel action at all 
costs—it contains much sensible advice. 

Incidentally, it is reassuring to learn 
that ‘“‘violent, joyless and spectacular 
exercises, such as standing on the head, 
turning cartwheels . . . are unnecessary”’. 

H.E.M.W.,, s.R.N., S.C.M. 


A Brief History of Nursing in India 
and Pakistan. A. Wilkinson, s.R.N., 
s.c.M. The Trained Nurses’ Association of 
India. 

Miss Wilkinson states in the preface 
that she is conscious of the inadequacy of 
her book but that “‘if this effort provides 
a stimulus to others to produce a better 
and fuller history it will have been well 
worth doing.” This sense of inadequacy 
is one which frequently besets those who 
attempt to teach or write about the history 
of nursing. The subject is so vast and often 
the sources of accurate information so few. 

Miss Wilkinson can however be re- 


assured that she has written a book which 
is itself full of interest, presenting as it does 
the tremendous problems that both India 
and Pakistan have had to overcome and 
are still struggling to overcome to establish 
an efficient health service, and nursing 
service of high quality and sufficient quan- 
tity to make such a service effectual. 

The chapter on leprosy and on preven- 
tive medicine perhaps more than any of the 
others serves to show the special problems 
that have to be faced. 

The gallant and effective measures that 
have already been taken are a sure sign 
that the future historians-of nursing, who 
will turn gratefully to this book for the 
story of earlier days, will have a tale 
to tell of a great challenge, nobly met and 
bravely overcome. 

M.E.G., s.R.N., S.C.M., D.N.(LOND.) 


From Spoon Feeding to Family Meals. 

A Trufood Publication. 

Trufood’s booklet has been prepared to 
give guidance to mothers about feeding 
their babies during the weaning period. 
The publication is attractively presented 
with many photographs and sketches and 


much of the information in tabular 


form making for greater clarity as well as 


easy reference. 
The text of the booklet is simple and 
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the teaching of nursing skills. She does ng 
detract from the ward sister’s day-to.q 
teaching responsibility nor lessen th 
tutor’s responsibility for maintaining clog 
contact with the ward. But she has mag, 
us all more aware of the needs of the y 
student in her contact with such 

and the heavy demands made upgp 
her.”’ 

Miss Goodall asked how many tuto, 
ensured that the medical staff were f. 
miliar with the nursing school’s interpre. 
tation of the GNC syllabus or encouraged 


_ them to appreciate the overall plan of th 


student nurse’s training. A nurse educa. 
tion committee was essential for ensurj 
a real understanding of the educationgj 
course and _ stimulated lively _ interey 
among the medical staff and, indeed 
friendly rivalry between the lecturers, 


‘Student’ 


**All tutors realize,’’ concluded Mis 
Goodall, “that an ambitious programme 
of nursing education is not always possible 
because the demands of patient care must 
be met by student nurses by day and 
night. 

‘But the title ‘student nurse’ is im. 
portant and tuition should be a constant 
factor throughout training, shared by the 
doctors, ward sister and tutors, to ensure 
that the nurse of the future has a sound 
background of knowledge and will become 
a skilled and responsible member of her 
profession.” 


straightforward. Each addition to the diet 
is described separately and the way in 
which it should be introduced carefully 
explained. 

Many mothers are using prepared fruits, 
vegetables and cereals for their babies and 
naturally need to have some reliable 
information about these foods. By listing 
and describing their products and giving 
age groups for which they are suitable 
Trufood have tried to provide such infor- 
mation. 

The preparation and composition of a 
‘follow-on milk’ has also been included 
with recipes for its use in cooking but one 
wonders how many mothers will be i 
clined to make special dishes for their 
children once they are weaned and, in- 
deed, would not the children themselves 
rather have the same as the rest of 
family ? 

M.B.H., B.SC., D.DIET. 
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HYGIENE, INFECTIOUS DISEASES AND DIET- 
ETIcsS (second edition). Dennis H. Geffen, 
M.D., D.P.H., and Susan M. Tracy, M.R.C., 
L.R.C.P., D.P.H. Longmans, Green, 12s. 


Love ON My LIsT. Robert Tibber. Hodder 
and Stoughton, 12s. 6d. 


NuRSE ON THE DISTRICT. Joanna Jones. 
Michael Joseph, 13s. 6d. 


ScHOOL BEFORE FIVE. Betty Willsher. 
Faber, 10s. 6d. 
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A considerable amount of interest was 
aroused by a recent article in these 
pages entitled “In Plain English’, by 
ELIZABETH PEARSON. Now 
she follows it up with another on 
a different aspect of the same subject. 


Good Words 


‘Good Words are worth much, and 
cost little’—George Herbert (1593-1632) 


y a good cast, is to realize the beauty 
f the sound of the English language. 
It is a physical fact that English has an 
extremely wide variety of sound—a par- 
ticularly wide range of frequency—the 
light th (as in faith, moth, pith, etc.) which 
is so characteristic, being highest of all. 
And it is the great variety of vowel sounds 
(low frequency) which helps to give it the 
musical quality of ‘light and shade’: 
If music be the food of love, play on— 
here there are seven different vowel 
sounds in ten syllables; 
Youth’s a stuff will not endure— 
seven syllables with no repetition of 
vowel sounds; 
No man is an island entire of it self— 
seven vowel sounds in eleven syllables ; 
Oh come, all ye faithful, 
Joyful and triumphant— 
nine vowel sounds in eight words 
Into the valley of death 
Rode the six hundred 
eight vowel sounds in nine words 
Whitely wanton, with a velvet brow— 
seven vowel sounds in nine syllables 
(incidentally, an exquisite line). 
Most of these examples are from poetry, 
but try a few tests with any ordinary 
topics of everyday speech and Jisten; if all 
vowel sounds are given their pure and 
exact pronunciation our sentences tumble 


Te sEE a Shakespeare play, well acted 
b 


out like chimes of bells; we cannot help > 


ourselves ! 

And the beauty of English does not de- 
pend upon the use of long and pompous 
words, which I am all against except when 
no other will serve the purpose; but now 
stand by for a really pedantic word which 
must be used—English is an onomatopoeic 
language. That is, the sound of the words 
themselves often conveys their meaning, 
and it is this quality which helps in the 
vividness and impact of English and the 
immediate response it can arouse in the 
imagination and emotions as well as the 
intellect. There are hosts of examples: 

Thump, thud (the sound imitates the 
actual happening) ; how (say it, and you 
almost do howl) ; jump (you hear the thud 
of landing in the heavy, dull mp sound) ; 
say bark, and you almost do just that! 


_ thunder (much more evocative of thun- 
der’s rumbling growl than the French — 


tonnerre or the German donner) ; hop, skip, 
leap, trip, (short, quick words, like the 
actions they describe). Then, there are 


STUDENTS’ SPECIAL 


many adjectives with this quality: lazy 
(long drawn out and leisurely); soft (a 
fluffy, feathery sound); ard (harsh, 
gritty word); dillowy (the sounds go up 
and down like the waves) ; cool (a sooth- 
ing benison of a word) ; hot (short, sharp 
warning of danger); low (a deep low- 
down sound) ; slow is a long dragged-out 
sound, while quick and swift are short 
and brisk. You will be able to think of 
hundreds of examples for yourself, and 
it is amusing to do so. 

It is interesting that nearly all these 
onomatopoeic words are ‘native’ ones, 
and not those borrowed from the Latin or 
Romance languages, of which we also have 
many. For English is like a tapestry woven 
with many-coloured threads representing 
different stages in the history of our race. 
Much of ancient British speech must have 
been lost because there was no literature 
in which it could be handed on, but it is 
surprising to find how many words in 
common use are Celtic, particularly in 
place names, people’s names and con- 
cerning features of the landscape, such as 
bog, cairn, glen; also bard, brogue, badger. 
Scandinavian words remind us of Norse- 
men and Danes who raided our shores in 
Viking ships; examples are: beck (a brook), 
byre, fell, gill (a ravine), and the endings 
ness (a nose, as in Dungeness) and by (a 
town or village, as in Whitby). The writer 
was born and brought up in the Wapen- 
take of Thurgarton, situated in the ancient 
*‘Danelaw’—names which conjure up the 
turbulent times, the ‘Dark Ages’ of English 
history. 

From our Anglo-Saxon stock, above all, 
we inherit those short, virile, earthy words 
dealing with the farm, the fields, country 
crafts and activities—the practical, basic 
things of life before we became urbanized: 
plough, sty, barn, corn, crop, horse, cart, trap, 
rye, wheat, hen, cock, coop, warp, woof, weft 
haft, cow, bull, grass . . . . Useful, strong’ 


_ The Hollander understands a Highlander 


simple words; nothing long-winded and 
vague about them. The farmer shouts 
across. the field to his men, “‘Lead the cart 
up to the top of the hill!’’—he does not 
say “‘Advance with the equestrian equi- 
page and proceed to the summit of the 
gradient!”’—such words would be lost on 
the wind, and would hardly be understood 
anyway. But actually, many Old English 
words have music in them as well as 
simplicity and strength: bridle, ploughshare, 


To se a 
well - acted 
Shakespeare 


Sketches by | 

Marjorie 

Hellier | ‘ 


stirrup, dairy, fledgling, clover, sickle, meadow, 
harvest. 

The Norman Conquest brought to us 
many French words, place names and 
people’s names. Norman French words 
still linger in legal language and in matters 
of land tenure: torts, petty-sesstons, messuage. 
The words Le Roy le veult have always been 
included in any Bill passed by Parliament, 
on receiving Royal Assent. The pictur- 
esque language of heraldry and chivalry 
stirs us once again on ceremonial occasions; 
lovely old Norman French titles that sound 
like silver bugle calls—the Pursuwvants, 
Portcullis, Rouge Dragon, and Rouge Croix; 
the Kings of Arms, Clarenceux and Norroy 
and Ulster. 


In a more practical sphere, the Dutch 
have given us many seafaring terms 
(liberally used in our everyday language). 
The Dutch, like us, were always a sea- 
going people and there was a brisk ex- 
change of trade between England and the 
Flemish ports from early times. Examples 
are: yacht, mast, rudder, rope, schooner, reef, 
luff, sail, stay, lee, splice, sloop, bowsprit... . 
When sailing once with friends in Holland, 
they roared at me, “‘Hale op te spinnaker!”’ 
I did not need an interpreter to urge me 
to ‘haul up the spinnaker’. Incidentally, I 
was assured by these friends that a Dutch- 
man, even if he knows no English, can 
understand much of what a Scotsman 
says, especially a Highlander. Now it is 
interesting that among the early waves of 
immigration to our shores was that of the 
Celts, and that these ‘displaced persons’ 
arrived from the areas lying round the 
river mouths of the Scheldt and Rhine— 
in fact, the modern Holland. Is there an 
ancient affinity in pronunciation and 
common origin of words between these 
two peoples? 

With the Revival of Learning the 
English language gradually became richer, 
more elaborate and sophisticated ; ‘grand’ 
words of Greek and Latin origin arrived— 
words expressing ideas, abstract qualities, 
matters of science, medicine, civics and 
theories of government: 

Controversy, conciliation, inclement, 
incipient, dialectic, dialogue, dogmatic, 
objective, philosophy, ‘meditation, — re- 
condite, ambiguous, typical (all very 
‘civilized’ words, one might say); then we 


(continued on next page) 
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For Younger Nurses— 
Two Pages each Week 


This informal Series on PHYSIO- 
LOGY has a way of FIXING 
FACTS in the Mind. This time, 
the ‘Food-Processing Factory’ inside 
each of us is described— 


by Dr. William Edwards 


Don’t get 
mad at him 
just before a 
meal—or 
you'll get in- 
digestion, 
too ! 


The Digestive System 


industry, but in physiology it is as old 

as time. The alimentary canal is an 
automatic processing machine. Whatever 
you eat is passed on as by a series of con- 
veyor belts, sometimes fast, sometimes 
slow, with halts for raw material to be 
treated in various ways, for things needed 
to be manufactured from it and distributed 
to the consumer. 

Digestion starts in the mouth. You chew 
your food up so that later processes may 
act on it more easily. It gets mixed there 
with saliva, which makes it easier to 
swallow, and contributes a chemical called 
ptyalin which starts the digestion of starch. 
There is no virtue in chewing your food 
ninety times, to a pulp, but it must be 
chewed enough to reduce it to smallish 
particles. It is unwise to bolt your Irish 
stew. Swallowing is not done by gravity. 
You can swallow a glass of water while 
Standing on your head. The oesophagus 
is stimulated by the flow of saliva to con- 
tract rhythmically and push its contents 
into the stomach, through a_ trapdoor 
called the cardiac orifice. 

Here the rhythm changes. The far end 
of the stomach, the pylorus, closes, and 
big contractions, following each other over 
the stomach wall, grind away at your 
dinner, mixing it thoroughly with the 
gastric juice. 


A UTOMATION may be the latest thing in 


Makes your Mouth Water! 


The flow of gastric juice starts in re- 
sponse to your appetite. It is a nervous 
reflex. As soon as you smell those onions, 
think of that steak, taste that ice cream, 
the stuff starts pouring out. If you are 
tired or jaded, thinking of food or even 
smelling it may have no effect. But just 


persuade yourself to try a little, then taste, . 


the strongest of these stimuli, does. the 
trick, and you feel you could manage a 
bite after all. This reflex doesn’t work if 
you chew a straw or something that isn’t 
food and it won’t work if you’re angry or 
frightened, so never get in a temper with 
the houseman just before lunch! 

_ This appetite juice only lasts a short 
time; but once the food is in the stomach a 
curious thing happens. The pyloric, or 
far end, produces a hormone, gastrin, 


which enters the bloodstream and so 
finds its way to the near end, and stimu- 
lates a further flow of juice. A most round- 
about method, and much more effective in 
the presence of some foods than others: 
meat extracts are most effective, which is 
why you give your convalescent patient 
that lovely veal broth. Hard-boiled eggs 
and fat hardly work at all. But the even- 
tual entry of some of the partly digested 
food -into the intestine stimulates more 
gastric juice, so everything gets digested 
in time. Tea, coffee, cocoa, condiments 
all act as stimulants. 

Gastric juice contains hydrochloric acid 


_ and pepsin. The acid kills bacteria and so 
_ may prevent food poisoning. The mixture 
_ acts on proteins, converting them to pep- 
' tones. It starts the digestion of sugars and 


starches and fats. All this goes on for two 
hours or so, then the pyloric end opens, 
and all this partly digested mush rushes 
into the small intestine, where its acidity 
gets neutralized by the alkaline intestinal 
juices. It is still acid however as it passes 
over the first inch or two of the duodenum, 
and if there happens to be an ulcer there, 
this is the moment the patient screws 
himself up and says ‘Blast!’ | 

In the duodenum, the partly processe 
meal is joined by the bile, from the liver, 
and by the pancreatic juice. A bit further 
along, the secretions of the small intestine 
are added as well. All these are alkaline. 

Bile is green, but the pigment serves no 
useful purpose. Bile salts, on the other 
hand, are essential. The moment any fat 
enters the duodenum, the gall bladder 
gives a squeeze and out comes a gush of 
bile. .Bile salts not only emulsify fat and 
make it more digestible, they act on the 
lining of the intestine in such a way as to 
make it easier for fat globules to penetrate 
and be carried off by the blood. Bile salts 
also help the pancreatic juice to digest 
starch and proteins. 

Pancreatic juice contains ferments which 
break down proteins, starches and fats: 
real powerful stuff. The succus entericus, 
the juice of the intestine, turns peptones 
and polypeptides, which are partly broken 
down proteins, into amino-acids, the form 
in which your beefsteak finally gets 
absorbed. It also completes the breakdown 
of starches, sugars and fats. All starches 
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and sugars finish up as glucose, which 
absorbed into the blood. 

Human protein isn’t quite of the sam 
composition as the protein that you eat, 
but all are made of different proportioy, 
of amino-acids. You have to eat mor 
protein than you really need so that the 
body can pick out the amino-acids it wany 
and discard. what it doesn’t. Obviously, jt 
would be saved a lot of trouble if we were 
all cannibals, for then we should get oy 
amino-acids in the right proportions! 

All the nourishment in your meal ‘ 
absorbed from the small intestine, which 
gradually pushes the stuff along its fairly 
considerable length, taking about 3} 
hours after eating to reach the ileocaecal 
junction, which is where the small gut 
joins the large, and the appendix has its 
home. The waves of muscular contraction, 
all the way down, oesophagus, stomach, 
intestine, are called peristalsis. In the 
intestine a peristaltic wave lasts about a 
second, and is followed by a prolonged 
pause for digestion. In fact, the digesting 
gut becomes divided into segments, sepa- 
rated by muscular contractions, and 
ballooned out in the middle. A sudden 
release of the contents of such a balloon 
into a narrower section acts like an organ 
pipe and is responsible for tummy rumbles. 

All this business goes on till you eat 
your next meal. This sets up a reflex which 
opens the ileocaecal trap door, and lets 
breakfast go on into the large intestine 
while you start again on lunch. Movement 
in the large intestine is much slower. Its 
chief function is to absorb water, and 
render the residue semi-solid. At each 
meal, a reflex sets up a wave of peristalsis 
in the large gut, which gradually moves 
its contents on, over 12 to 18 hours, till one 
final reflex, after breakfast perhaps, shoots 
what is left into the rectum and creates the 
desire to defaecate. 

Actually, the faeces contain hardly any 
of the meals which were eaten. There is 
some indigestible stuff, like cellulose, but 
the protein, fat and carbohydrate has all 
been absorbed. Most of the faeces consists 
of salts, fatty acids, waste products of the 


canal, such as dead cells and mucus, and © 


lots and lots of bacteria, mostly dead. 
Which is why even starving people need 
to get their bowels open. 


GOOD WORDS 

(continued from previous page) 

have: hierarchy, democracy, autocrat, 
metropolis, population, proletariat, aris- 
tocracy, demagogue, rhetoric, municipal, 
electorate, civilization, urban, autono- 
mous, prerogative. . . . No need to remind 
the nurse of the epi’s, the ologies and the 
ectomies with which her textbooks are 
peppered! Where medical terms are not 
Greek, they seem to be Latin—or a 
mixture of the two! 

Shakespeare, of course, was savouring 
and experimenting with the Renaissance 
words which were then new and exciting 
to Englishmen... 

***Tis a consummation devoutly to be 


(continued on page 238) 
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MORE LETTERS 


TUTORS’ TRAINING 


MapamM.—Mr. William Morey (of the 
Mental Health Tutors’ Association) has 
his head well into the sand or he is trying 
to pour the syrup of complacency over the 

ion (February 6, p. 173). 

All is not well with nurse tutor training. 
[am willing to believe that the standard 
of tuition in the training colleges is high, 
but in two years even the best of teachers 
cannot make up for gross general educa- 
tional deficiency or temperamental un- 
suitability. ‘The most they could do for 
such students would be to drive home 
enough facts to pass the necessary examin- 
ations and give this a veneer of knowledge. 
As I visit various hospitals, other than 
those which can always demand and obtain 
the highest standards, the calibre of nurse 
tutors shocks and worries me until at last 
J am driven into the fight. Many of these 
men and women are really nice people but 
because of obvious educational handicaps 
are quite unsuitable to teach our future 
nurses. 

The universities, I understand, demand 
certain entry conditions but these are pro- 
fessional experience requirements and are 
no guarantee for general education nor 
temperamental suitability. The onus to 
select for these standards falls squarely on 
the training colleges. It would appear that 
selection standards in some or all of these 
colleges are very low, showing little 
responsibility toward the nursing profes- 
sion as a whole. 

What is the minimum general education 
level demanded? Who selects? The pro- 
fession has a right to know the answers to 
these questions and should demand a 
detailed inquiry and report on nurse tutor 
training. This should be independent of 
the GNC and the universities. 

It is useless to talk of a higher minimum 
standard for student entrants or of full 
student status until we have an adequate 
number of well-educated teachers to staff 
nursing schools. 


London. 


VIGILANT. 


STATE EXAMINATIONS 


Mapam.—I hope that when the exami- 
ners make their reports following the State 
examinations, the personal criticism of 
candidates will be left out. For several 
years now they are the chief detail of these 
reports, footwear, fingers, and coloured 
nails being the most popular feature. These 
criticisms are read out both at the hospital 
meetings, and at the various College 
meetings, and finally reach the meetings 
of the Branches Standing Committee, and 
the general meetings. In the end they 
become quite sickening to listen to. 

I am sure that the unorthodox persons 
are in the minority, and I think that some 
other route should be used to make reports 


about them. The many should not suffer 
for the few. At the same time I think that 
this is an outmoded method of reporting. 

If the candidate offends the examiner, 
she could be reported back to her hospital 


or dealt with in a more private capacity, | 


even by deducting marks, for in these days 
it is as important to be fastidious as it is to 
be intelligent and generally I find that the 
two go hand in hand. 

I do not think that we should accept 
these reports without protest or further 
inquiry. 

‘The General Nursing Council should be 
in a position to discriminate between good 
and bad personal standards and use its 
influence to discourage training if stand- 
ards are poor. Today many hospitals are 
being discontinued where training stan- 
dards are good, and where there is high 
standard, obliterated. Nothing is said 
about this. 

E.N. 


London. 
* * * 


Mapam.—I. have always been given to 
understand that great care is taken in the 
setting of examination questions so that 
candidates are left in no doubt as to the 
answers required. 

The latest Preliminary Examination 
paper quite obviously refutes this idea. 
This has the sole object of confusing every 
student. 

Surely the reason for mouth toilet is the 
prevention of complications; why, then, 
ask for the complications ? : 

Am I now wrong in thinking that ‘drugs’ 


Radio and Television Programmes 


B.B.C. Home Service... Six medical 
people from different parts of the country, 
speaking anonymously, will give talks in 
Lift Up Your Hearts, from February 23-28 
on ‘My Faith and My Job.’ They will in- 
clude a professor of surgery, a gynaecolo- 
gist, the matron of a large training hos- 
pital, a general practitioner in a country 
town, a hospital senior medical officer 
and a nurse. The guest of the week in 
Woman’s Hour on Wednesday, February 
25, will be Sir James Paterson Ross, presi- 
dent of the Royal College of Surgeons. 


B.B.C. Television . . . The slimming 
volunteers or the ‘Weightshifters’ Club’, 
as some people are calling them, make 
another progress report in Family Affairs 
on Thursday, March 5. The success of 
the course can be judged by the astonish- 
ing amount of weight lost by the slimmers . 
since they started in November. Duncan 
Guthrie appeals on behalf of the National 
Fund for Poliomyelitis Research, on Sunday, 
March 1. 


and ‘medicines’ are synonymous? 

Do the examiners really expect first- 
year students to write for 30 minutes on 
the above questions and on recording 
intake and output and collecting a 24-hour 
specimen of urine? 

Also, referring to the Final paper, surely 
four communicable diseases on the medi- 
cine paper are out of all proportion for the 
general part of the Register? 

B. J. 


Essex. 
(The State Examination questions are 
printed below.—Editor]. 
* * 


MapaAmM.—lIn these days of ever-widen- 
ing syllabus, surely more thought should 
be given to the setting of questions than is 


(continued on next page) 


State Examinations (See letters above) 


Preliminary State Examination—Part 2 
PRINCIPLES AND PRACTICE oF NursING 


Attempt four questions only. 

1. What micro-organisms are commonly 
found in the dust of a hospital ward? What 
measures should be employed to reduce the 
danger of infection from them? 

2. Why is the care of the mouth important? 
What conditions may result from neglect of 
this in a helpless patient ? 


3. What rules govern the storage of drugs 


and medicines in a hospital ward ? 

4. For what purposes may enemas be given ? 
Describe the preparation and administration 
of any one enema you mention. 

5. Describe how you would: (a) measure 
and record the fluid intake and output of a 
patient over a period of 24 hours; (4) collect a 
24-hour specimen of urine. | 

6. How would you act in the following 
emergencies: (a) a young woman has swallow- 
ed a large number of aspirin tablets; (b) a boy 
has fallen on his outstretched hand and is un- 
able to move his arm without pain; (c) a young 
child in his play-pen is found to be blue in the 
face? 


7. What emotional effects could separation 
from the mother have on a child of between 
two and three years who has to stay in hospital 
for several weeks? How could the mother and 
nursing staff help to avoid any emotional 
disturbance ? 


Final General Examination 
PRINCIPLES OF MEDICINE AND 
MEDICAL NuRSING 

Attempt three questions only. 

1. Enumerate the types of meningitis. Give 
an account of the symptoms, signs, treatment 
and nursing care of a patient suffering from 
any one type. 

2. What information may be obtained from: 
(a) inspection of the sputum, and (5) observa- 
tions of the respirations ? 

3. What are the indications of overdosage 
of the following drugs: (a) digitalis; (6) mor- 
phine; (c) cortisone? 

Give an account of the prevention and 
treatment of: either (a) pulmonary tuberculosis; 
or (6) infantile diarrhoea. 

5. State briefly what you know about: (a) 
electrical convulsive therapy (ECT); (6) 
urinary suppression; (c) rubella. 
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indicated by the recent State examination 
for general nurses. Am I old-fashioned if 
I ask what is the difference between a drug 
and a medicine? 

Is it strange if I believe that the real 
importance of mouth toilet is the preven- 
tion of complications? Are not 2} ques- 
tions in the communicable diseases section 
of the medicine syllabus out of balance, 
when the candidate is required only to 
answer a total of three? 

I would be interested to hear comment 
from other tutors. 


N. Wales. 


FLINT. 


PLACE OF THE CHAPLAIN 


Mapam.—Margaret Burnett’s article in 

the Nursing Times of January 16, ‘Some 
Thoughts about Dying’, exposes an intri- 
cate and personal problem which all nurses 
must meet on patients’ behalf sometimes. 
In discussing the article we felt the 
‘Thoughts’ ought to be taken beyond the 
case-work stage. 
_ This lady is writing as an almoner, and 
as such she regards the particular problem 
of the real anxieties of the mature and re- 
sponsible person as outside the scope of 
her case-work. What she omitted to say 
was that here is a clear case for calling in 
the chaplain’s help. 

Indeed, the chaplain might have been 
able to help considerably in the cases both 
of Mrs. A. and Miss B. His attitude to life 
and particular training in dealing with 
people who confide such fears to him could 
have been used to advantage. It seems as 
if the writer of the article ignores or over- 
looks the fact that all hospitals have an 
official chaplain, and that the access of a 
clergyman of the patient’s particular de- 
nomination is at all times permitted. 

A greater measure of co-operation be- 
tween almoners and chaplains could not 
but be for the advantage of the patients 
concerned; this applies particularly where 
the problems are of a specifically spiritual 
nature, as are the ones of which she has 
written. 


Sheffield. 


En1p BENNETT, S.R.N. 


MALE NURSES IN THE FORCES 


Mapam.—As a one-time serving mem- 
ber of the R.A.M.C., who has been a male 
nurse since 1932, I should like to correct a 
few misapprehensions regarding the differ- 
ences in status and pay existing between 
women commissioned ranks and male non- 
commissioned ranks of the military nursing 
services. 

1. The female commissioned S.R.N. ob- 
viously receives more pay and a greatly en- 
hanced status as compared to her non-com- 
missioned S.R.N. male opposite number. 

2. It is galling to me to think that, if I 
was recalled to the colours, I should receive 
my old rank of sergeant and have to salute 
any newly qualified female S.R.N. in the 
correct military fashion because she wore 
skirts and I wore trousers. This, in spite of 
two nursing qualifications and _ tutorial 


experience. 

I think that the desire and ability to 
nurse is the only criterion and that this 
great and predominantly female profession 
should be heartily. ashamed of itself for 
allowing such differences to exist. 

In case I am suspected of possessing a 
masculine bias towards the subject, let me 
hasten to express my disgust at the action 
of the Ships Radio Officers Union in re- 


_ fusing recognition to the female radio 


operator a few weeks ago. 


This is 1959 and it is time to appreciate | 


the fact that decent men and women re- 
spect each other and that a man can be 
impelled through the highest motives to 
become a trained nurse, just as a woman 
can. Is it too much, then, to request equal 
status and opportunity for men employed 
in this humanitarian profession whether 
in or out of the Forces? 

W. H. SHvucK, R.M.N., S.R.N. 
Sheffield. 


NASEAN, Workington 


A branch of The National Association of 
State Enrolled Assistant Nurses has been 
formed at Workington, Cumberland. In- 


- quiries should be made to the acting hon. 


secretary, Miss A. M. Cook, The Infirm- 
ary, Workington. 


Kent and Sussex Hospital, 
Tunbridge Wells 


Miss E. Kendall, assistant matron, is re- 


tiring in April. Would all those who wish 
to be associated with a presentation please 
send a contribution to Miss K. M. Gray, 
c/o matron’s office. 


Books for Children’s Wards 


ORLANDO’S SILVER WEDDING, and 
A TRIP ABROAD, by Kathleen Hale. 
(Country Life, each 8s. 6d.) 


Everyone loves Orlando the Marmalade 
Cat, and here are two new editions of 
favourites recounting his exploits. I]lustra- 
tions are lively and colourful as ever and 
will make these two latest editions as popu- 
lar with the children as they are with the 
grown-ups destined to read them aloud! 
But the bold, clear type makes it easy, too, 
for bigger children to read about the 
inimitable Orlando for themselves. 


THE WONDER WORLD OF EARTH 
AND SKY, by Marie Neurath (Max Parrish, 
7s.) 

Boys especially will enjoy this book 
which is effectively illustrated in colour; 
the simple explanations of nature’s pheno- 
mena are both interesting and educational. 
Modern children, reared on space fiction, 
will not be likely to suffer from nightmares 
after reading about hurricanes and tor- 
nados (though they might have been 
banned as bedtime reading for an earlier, 
more cosseted generation!) ‘There are 
harmless and: delightful chapters on the 


weaker vessels among your young patients! 
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Good Words (cont. from page 2% 


wished”’; “What should that alphabeti, 

position portend?”’; *“There is no consong 

in the sequel ; that suffers under probati, 

“Lass unparallel’d”; Tis a constellatigy 

most apt”— 

With his incomparable ear, Shakespear 
would naturally seize upon anything tha 


_ would enrich the scope and variety of the 


language, and bend it to his use. None the 
less, the short, virile ‘native’ words were 
those he relied upon above all, and surely 
no one has ever used them to better effect, 

The variety and flexibility of English 
have naturally been a gift to English 
poets and writers of every age, and it is 
doubtless because of the glories of oy 
native tongue that literature is the art jn 
which, as a nation, we excel. Our poetry 
and prose is known in countless lands and 
has been translated into almost ev 
tongue; whole libraries could be filled with 
books about Shakespeare. It is fascip- 
ating to speculate whether he could have 
been universally hailed as the greatest poet 
of all time if he had been born other than 
an Englishman. ... 

We cannot all be Shakespeares—pretty 
safe to say we none of us can!—but we can 
all make an effort to use our wonderful 
language to its best advantage; to culti- 
vate an ‘ear’ for its correct and happiest 
use; to learn as much as we can about it, 
and to play our small part in resisting the 
ugly, slovenly and inexact which tend to 
debase and corrupt modern English. And, 
above all, we can read as widely as 
possible—for this is the best ‘school’ of any, 
and it is one which will bring us profit and 
pleasure throughout our lives. 


rainbow, snowflakes, mirages. and the 
Northern Lights entirely suitable for any 


From the cover of ‘Orlando’s Silver Wedding’. 
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What 


makes Lucozade so specially attractive? = 


- Lucozade is lightly carbonated with an 


Lucozade looks attractive, with its clear golden colour and its gentle 
sparkle. Lucozade tastes attractive — not too bitter, not too sweet, never a 
cloying to the easily-offended invalid palate. But best of all from | 
the Nurse’s point of view is the way Lucozade arouses the appetite and 
paves the way to the assimilation of more solid food; in this 

way often making a real contribution to a patient’s recovery. 


attractive golden colour and a pleasant 
citrus flavour. It contains 23.5% w/v Liquid 
Glucose B.P., and its energy value is 

21 Calories per fluid ounce. It is supplied 


LUCOZADE 


in 6 oz. and 26 oz. bottles. 


A HANDBOOK OF OBSTETRICS AND 
GYNAECOLOGY FOR NURSES 


By D. G. WILSON CLYNE. 
15s., postage 10d. (December, 1958) 


LECTURE NOTES ON MIDWIFERY 


220 pp. 12s. 6d., postage 8d 


By T. F. REDMAN. 
(November ,1958) 


PROGRESSIVE EXERCISE THERAPY 


in Rehabilitation and Physical Education 


By JOHN H. C. COLSON. 196 pp. 174 illustrations. 
18s. 6d., postage 11d. (November, 1958) 


ANAESTHESIA FOR NURSES 


By ERIC GODWIN. 108 pp. 13 illustrations. 9s. 6d.,; postage 6d- 
(October, 1957) 


PAEDIATRICS FOR NURSES 


By ARTHUR G. WATKINS. 2nd Edition. 208 pp. 16 plates. 
15s., postage 9d. (January, 1958) 


THE NURSING OF MENTAL 
DEFECTIVES 


By CHARLES HALLAS. 196 pp. 9 plates. 2is., postage 1s. 
(March, 1958) 


Fully descriptive prospectus (illustrated) sent on request 


JOHN WRIGHT & SONS LTD. 
BRISTOL 


208 pp. 53 illustrations: 


The medical reasons 
for taking Bovril | 


Bovril is far more than a 
pleasantly-flavoured drink. Its 
unique mixture of meat extract, 
hydrolysed beef, whole lean 
beef, beef stock and yeast ex- 
tract make it a highly nutritious 
food from the point of view of 
vitamins and minerals, as well as 


protein. 
* * * 
1.Vitamins of the B- complex. Two 


cups of Bovril supply 40% of 
the daily requirement of the 
normal adult for vitamin B, 
(riboflavin) and 40% of the 
nicotinic acid (vitamin PP). 

2. Hzematinic Factors. Of all the 
factors required for blood 
formation only three are likely 
to be limited in the diet—iron, 
vitamin B,, and folic acid. All 
are present in Bovril. Two cups 
of Bovril will supply 70% of 


the adult’s daily requirement of 
vitamin B,, (cyanocobalamin), 
20-40% of the folic acid and 
20 % of the iron. 

3. Potassium. Bovril is one of 
the richest dietary sources of 
potassium. 

4. Gastric Secretion. The unique 
mixture that is Bovrilis the most 
powerful known stimulant of 
gastric secretion— even more 
powerful than meat extract it- 
self. It is, therefore, particularly 
useful for elderly patients and 
convalescents. 

5. Appetite. A major factor in 
the rapid recovery from serious 
illness or major surgery is a 
good intake of protein foods. 
Poor appetite can delay re- 
covery. Bovril is a great help in 
promoting good appetite while 
stimulating gastric secretion. 


Write to Bovril Ltd., for a copy of the 
latest medical Folder and the booklet 


‘Vitamins of the B Complex’. 


BOVRIL LIMITED 


OLD STREET, LONDON, E.C.1. 
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A story of water’s harshness, of too much soap 


and detergent. A story that need never have Miss I 
been written. That distinctive ‘washed out’ touch Edi 
could so easily have been eliminated with cations, 
Crookes Hand Cream. Applied immediately | Sectio: 
after washing, itsrich content of pure | 
lanolin prevents chapping and keeps the skin ; SIST] 
soft and well nourished, while its content Road, 
of hexachlorophene gives extra protection 
against bacterial contamination. | BRA} 
For complete hand care, Crookes Hand Cream is lericay 
recommended as a routine application whilst Che 


on duty ...and for when the working day is done. Februz 


PACKINGS :HandCream inl oz. tube (2/5) 4 oz. jar (7/38.) Cun 
Where a less greasy product is required, the lotion genera. 
is recommended; available in 2 oz. (2/5) and wili sh 
4 0z.(3/5) bottles. Friend: 


A free trial Sample will be supplied on request 28, 3 p 


THE CROOKES LABORATORIES LIMITED - PARK ROYAL - LONDON NW10 
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Royal College of Nursing 


The College and the Future 


A spEcIAL SPRING MEETING, open to 
all members of the College, will be held 
on Tuesday, May 12, 9.30 a.m.--4.30 p.m. 
at the Royal College of Surgeons, London. 


A panel of speakers will present the 
position to date regarding the possible 
extension of College membership and 
there will be opportunity for informal 
discussion and questions. 

The detailed programme and applica- 
tion forms will be available shortly when 
a further announcement will appear. 


4 


PUBLIC HEALTH SECTION 
Central Sectional Committee 
The following have been nominated for 
election to the Public Health Central Sectional 


Committee. 

Miss Annie L. Adair, Health Visitor Tutor, 
Liverpool. 

Miss Margaret P. Bramley, Student Queen’s 
Nurse (until recently a health visitor), 


Yorkshire. 


Mrs. Doris L. Covington, Superintendent — 


School Nurse and Health Visitor, Ports- 


mouth. 

Miss Joan E. Flex, District Nurse/Midwife/ 
Health Visitor, E. Suffolk. 

Miss Dorothy K. Newington, ee 
Health Visitor, Buckinghamshire 


Edinburgh. 44, Heriot Row, Tuesday, 
February 24, 7.30 p.m., Bronchitis and its Impli- 
cations, Dr. I. W. Grant. Cordial invitation 
extended to members of the Sister Tutor 
Section and the Occupational Health Group. 


WARD AND DEPARTMENTAL 
SISTERS SECTION 


Birmingham. St. Chad’s Hospital, Hagley 
Road, Tuesday, March 3, 5.45 p.m. Short 
general meeting and annual general meeting. 


BRANCHES 


Chelmsford. St. Andrew’s Hospital, Bil- 
lericay, Monday, February 23, 6.30 p.m. 
Meeting. The Work of a F.P., Mrs. C. Law, J.P. 


Chesterfield. Nurses Training School, 
Chesterfield Royal Hospital, Wednesday, 
February 25, 6.30 p.m. Annual general meet- 
ing; election of hon. officers. Miss A. Warren, 
midland area organizer, will be present. 


Cumberland. Cumberland Infirmary, 
Saturday, February 28, 2.30 p.m. Annual 
general meeting. Speaker, Miss F. N. Udell, 
chief nursing officer, Colonial Office, who 
wili show a film on her visit to East Africa. 
Friends and non-members welcome. Recep- 
tion at Stoncroft, Brampton Road, Carlisle, 
7.30 p.m., with film show of the district. 


asinine: Gloucester Royal Hospital, 
Southgate Street Branch, Saturday, February 
, 3 p.m. Annual general meeting. Speaker, 
Mrs. A. A. Woodman. Annual dinner, Bell 
Hotel, Southgate Street, 7.15 p.m. 


Liverpool. Nurses Home, Royal Infirmary, 
Monday, February 23, 7 ~ m. Annual general 
meeting. My Miss M . Marriott, presi- 
dent of the College. 

Redhill, Reigate and District. Fonthill, 
Reigate Road, ‘Tuesday, March 3, 7.30 p.m. 
Annual general meeting. 


St. Albans. Market Hall, February 21, 
2.30 p.m. Jumble sale; jumble or help wel- 
comed. 


ROYAL COLLEGE OF NURSING 
APPEAL 


Sor the Nation’s Fund for Nurses 


Founder Member 549 (whose donation for 
coal is listed below) writes “We elderly people 
find the cold weather trying, even with ade- 
quate fuel. Hibernation sounds attractive.” 
Yes indeed, and how much worse the cold 
weather is for those with restricted fuel and 
yet we have not received many donations for 
coal. We thank Miss I. Buck, Miss A. Fletcher, 
Miss Wilshere and Mrs. Duncan for gifts and 
all the donors listed below.” 


Contributions for February 6—13 


S:R.N. Dalwood. Monthly donation ... 

H. Holden, Esq. 

Miss B. I. W. Barnes. Monthly donation 

Coventry Branch 

Royal National Hospital for Rheumatic 
Diseases, Bath. Chapel collection eee 

S.R.N. Devon. Monthly donation one 

F.M. 549. For coal pes 


acon! 


ao © Ww 


coco 


Total £23 6s. 
E. F. INGLE, 


Secretary, Royal College of Nursing Appeal for the 
Nation’s Fund for Nurses, la, Henrietta Place, Cavendish 
Square, London, W.1. 


Northern Area Meeting 


A Northern Area meeting for representa- 
tives of Branches and Sections will be held at 
the Queen’s Hotel, City Square, Leeds, on 
Saturday, March 7, at 2 p.m. 

It is hoped that this meeting will give mem- 
bers in the north an opportunity to hear candi- 
dates for College Council election who are 
standing in Division (c) put forward their 
policies. Three candidates, resident and work- 
ing in the north, have been nominated, and 
one resident and working in the north, has 
been nominated for Division (d). An invitation 
is extended to other candidates to attend, and 
an Dida will be given for them to 


It is requested that only two people from each 
Branch, and each Section within a Branch attend 
this meeting. If more than this number from 
any Branch or Section especially desire to be 
present, if accommodation permits additional 
numbers would be allocated (in order of 
application) after March 2, when return 
slips of application to attend. will have been 
sent in. 

To help with the cost of this meeting each 
Branch and Section is asked to contribute 4s. 
per person attending. This includes tea and 
biscuits during the afternoon. Apply to Miss 
L. E. Montgomery, 24, Chelmsford Road, 
Harrogate, Yorkshire. 


RoyAL COLLEGE oF NurRsING 
HEADQUARTERS, LONDON: 
Henrietta Place, Cavendish Sq., W.1 
EpINBuRGH: 44, Heriot Row 
Be.rastT: 6, College Gardens 


Mental and Mental Deficiency Administrators 
Birmingham Centre of Nursing Education 


A REFRESHER COURSE for nurse adminis- 
trators in mental and mental deficiency hos- 
pitals will be held at Birmingham Centre of 
Nursing Education, 162, Hagley Road, 
Birmingham 16, from March 16—21. Inqui- 
ries should be made to the education officer. 


Monday, March 16 

3 p.m. Registration and tea. 

3.30 p.m. Introductory session. 

4 p.m. New Looks for Old, Mr. F. J. Ely, mental 
nursing officer, Ministry of Health, London. 

5.30 p.m. Chairmanship and Committee Procedure 


(J), Mrs. F. M. Bailey, principal, Abbey — 


_ School for Speakers, Birmingham Branch. 


Tuesday, March 17 

9.30 a.m. The Meaning of Administration (1), 
Mrs. N. M. Barnett, B.a. 

11 a.m. Discussion groups. 

2.30 p.m. Visits: Mental Nurses: (a) day hos- 
pital—Uffculme Clinic; or (6) rehabilita- 
tion—Highcroft Hospital; or (c) admission 
block—Hollymoor Hospital. Mental De- 
Siciency Nurses: rehabilitation—St. Mar- 
garet’s Hospital. 

Wednesday, March 18 

9.30 a.m. The Meaning of Administration (2), 
Mrs. Barnett. 

11 a.m. Discussion groups. 


2.30 p.m. The New Syllabuses, Miss O. F. 
Griffith, mental nursing officer, Ministry 
of Health, London. 

5 p.m. Chairmanship and Committee Procedure (2), 
Mrs. Bailey. 


Thursday, March 19 

9.30 a.m. The Meaning of Administration (3), 
Mrs. Barnett. 

11 a.m. Discussion groups. 

5 p.m. Theatre visit to Shakespeare Memorial 
Theatre, Rigoletto (approximate cost £1 5s. 
including dinner and coach). 


Friday, March 20 

All-day visits: St. Matthew’s Hospital, Burnt- 
wood (mental hospital); Monyhull Hall— 
(residential school and merital deficiency 
hospital). 


Saturday, March 21 

9.30 a.m. Committee Procedure (3). (This will 
take the form of a committee meeting. The 
agenda will include discussion group re- 
ports and reports on visits.) 

11 a.m. Final session. 


Fees £5 5s. payable before March 16 or 


on registration. Members of the Coliege re- 


sponsible for their own fees should get in touch 
with the education officer. 
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